HIV/AIDS Evaluations
Synthesis Report 2012

Produced
by
Roger Drew
for the Department for International Development (DFID)

May 2012

1

EXECUTIVE SUMMARY
S1. This synthesis exercise has been conducted by DFID in order to provide a
synthesis of evidence generated from completed HIV-related evaluations. It
builds on an earlier stocktaking report published in April 2011 for the UNAIDS
Monitoring and Evaluation Reference Group (MERG).
A total of 548
‘evaluations’ were reported by 16 agencies to the stocktaking exercise. Of these,
308 were defined as programmatic evaluations for the purpose of this synthesis
exercise. From these, 154 documents were identified and reviewed. Most of
these documents (86%) were dated 2007 or later. The documents covered a
wide range of evaluations and studies. More than half (55%) of all the reports
related to ‘classic’ programme/project evaluations or non-controlled/qualitative
studies. Relatively few (12%) related to randomised controlled trials.
S2. 61 documents (40%) related to prevention (see Figure 2, p17). Preventionrelated evaluations were less likely to be published in peer-reviewed journals
than treatment-related evaluations’ less likely to be of good quality and more
likely to be of poor quality. For example, almost half (48%) of all treatmentrelated documents but less than a quarter (23%) of prevention-related
documents were classified as good (see Figure 9, p39). Conversely, almost one
third (30%) of prevention-related documents but only 15% of treatment-related
documents were classified as poor (see Figure 9, p39). However, a higher
proportion of prevention-related evaluations (56%) included clear
recommendations than treatment-related evaluations (17%) (See Figure 15,
p49). Examples of evidence related to HIV prevention from the documents
reviewed include:
•
•
•
•
•
•

•

Methods for promoting HIV testing, based on a randomised experiment in
Senegal (Para 71)
The sensitivity and specificity of point-of-care oral HIV tests (Para 72)
The value of PrEP for HIV among sero-discordant couples based on a
randomised study in Kenya and Uganda (Para 77)
A summary of evidence related to male circumcision (Para 78)
The value of cash transfers in HIV prevention, based on a randomised
study in Malawi (Para 80)
Summaries of evidence related to HIV prevention programmes among
people who inject drugs (Para 88) and sex workers (Para 97). Concerns
are raised about the every limited evidence of what works in HIV
prevention among men who have sex with men (Para 95).
A summary of evidence related to PMTCT (Para 102), including a
particular focus on child feeding practices

S3. 48 documents related to treatment (see Figure 2, p17). The percentage of
reports related to treatment (31%) was higher than the percentage of treatment
evaluations reported to the stocktake (17%). Reports of treatment evaluations
appear easier to identify than evaluations on other topics. Treatment-related
evaluations were more likely to be published in peer-reviewed journals than
other types of evaluation. Although less than one third (31%) of all identified
reports were published in peer-reviewed journals, this figure was more than
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three quarters (79%) for treatment-related evaluations (See Figure 4, p20).
Examples of evidence related to HIV treatment from the documents reviewed
include:
• The overall benefits of ART not only on health but on broader
social/economic issues (Para 116)
• The costs and cost effectiveness of ART including the efficiency gains that
occur with ‘task shifting’ (Para 118)
• The added value of laboratory monitoring for people on ART, based on a
randomised experiment from Uganda (Para 122)
• The use of dried blood spots for viral load assays (Para 123)
• Ways of boosting ART adherence (Para 124), including specific issues
relating to adolescents (Para 128) and children (Para 129) and the use of
SMS messaging (Para 131)
• Issues relating to ART resistance (Para 132)
• Evidence related to the diagnosis and treatment of related infections,
including malaria (Para 134) and TB (Para 137)
S4. Only four documents (2.6%) related to care and support (see Figure 2, p17).
The very low number of reports classified as care and support was because care
and support were rarely evaluated on their own. In addition, some topics were
classified elsewhere, such as ART adherence as part of treatment and services
for orphans and vulnerable children as ‘other’. Examples of evidence related to
HIV care and support from the documents reviewed include issues specific to the
support of women living with HIV (Para 142).
S5. 41 documents (27%) related to other topics (see Figure 2, p17). Examples of
evidence related to other areas of HIV responses from the documents reviewed
include summaries of evidence related to work among orphans and vulnerable
children (Para 159) and the value of community responses to HIV based on work
conducted by the World Bank, DFID and the UK Consortium on AIDS and
International Development (Para 147) .
S6. In general, evaluation reports are poor in explaining the arrangements made to
ensure the independence of the evaluation (Para 45). There are some notable
exceptions, such as the evaluations produced by UNODC. Many reports in peerreviewed journals contain short statements related to any financial conflicts of
interest.
S7. In general, relatively few evaluations were organised around the OECD DAC
evaluation criteria (Para 52) of relevance, effectiveness, efficiency, impact and
sustainability. Nevertheless, most of the reviewed reports were considered to
have some focus on assessing effectiveness (82%) and impact (64%). Half
(50%) were considered to have a focus on assessing sustainability. Fewer were
considered to have a focus on either relevance (39%) or efficiency (35%) (see
Figure 14, p48).
S8. Although the proportion of articles considered good was higher in documents
included in peer-reviewed journals (48%) than those in the grey literature
(17%), more than one in six (17%) peer-reviewed articles was considered to be
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of poor quality. Articles in peer-reviewed journals were less likely (15%) to have
clear recommendations than reports in the grey literature (63%) (See Para 23
and Figure 10, p40).
RECOMMENDATIONS
S9. There is a need for more evaluation data in some key areas of responses
to HIV. These include care/support and prevention, overall, and behaviour
change, in particular.
S10. It is essential that when evaluations are carried out they should be robust and
of good quality. This means that they should have robust counterfactuals.
S11. In general, descriptions of evaluation methods should include an
assessment of the independence of the evaluation.
S12. In order for evaluations to be of maximum use, reports should contain clear
recommendations.
S13. There is a need for evaluations to be followed up systematically. This
should include clear statements of which recommendations of the evaluation
are accepted and which are contested. It should also include periodic reviews
of progress in acting on the evaluation’s recommendations.
S14. Although the stocktaking exercise and this synthesis report were a useful
exercise, it is important for such exercises to be conducted on a regular
basis. It would be useful if there was a global repository for relevant HIV
evaluations including syntheses of these nature in such a repository.
S15. It would be helpful for this synthesis report to be presented to the UNAIDS
MERG with the aim of informing any future MERG workplan, in general,
particularly if any evaluation working group is established.
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INTRODUCTION AND BACKGROUND
1. This report has been commissioned by DFID to provide a synthesis of evidence
generated from completed HIV-related evaluations. It builds on an earlier
stocktaking report published in April 2011 for the UNAIDS Monitoring and
Evaluation Reference Group (MERG) 1.
STOCKTAKING EXERCISE
2. The Second Independent Evaluation (SIE) of the Joint United Nations
Programme on HIV/AIDS (UNAIDS) recommended the establishment of a
working group of relevant HIV evaluation experts to develop a coherent joint
global evaluation plan structured around the priority areas of the epidemic.
3. As a first step in the formation of this group, DFID and UNAIDS conducted a
‘stock-take’ of who was doing what in terms of HIV evaluation. It covered
evaluations done in the previous five years and plans for future evaluation
activities.
4. Questionnaires were distributed to 18 agencies. Responses were received from
16 agencies 2. Agencies were asked to provide information on
•
•
•
•
•
•
•
•
•
•
•
•

Overall and HIV-specific evaluation strategies
Links to evaluation groups and networks
Who conducts evaluations for the agency
Thematic and geographical areas covered by the agency’s evaluations
Methods used in the agency’s evaluations
Quality assurance systems
Evaluation questions the agency would like to explore
How evaluation priorities are decided
How evaluation findings are disseminated and used
Spending on HIV-related evaluation
Challenges faced in conducting HIV-related evaluations
Involvement in capacity building for HIV-related evaluations

5. Agencies were also asked to report on any HIV-related evaluations that were
planned, ongoing or had been completed in the last five years which met the
definition in Box 1. Agencies reported a total of 548 evaluations to the
stocktaking exercise. For each of these evaluations, agencies were asked to
report the thematic area in which the evaluation was located; what the key
evaluation questions were; the geographical location of the evaluation; the
methods used; and the time frame of the evaluation. Agencies were not asked
the title of the evaluation or the title(s) of any report(s) of the evaluation. They
were not asked to submit any evaluation reports.
1

Drew, R. And Peersman, G. (2011) Stocktaking to Map Current Investments in HIV and AIDS
Evaluations which Will Inform the Optimization and Expansion of Global-level Partnerships and
Collaboration on HIV Evaluation
2
DANIDA, DFID, ECDC, Gates Foundation, GIZ, the Global Fund, JICA, NORAD, OGAC, SIDA,
UNAIDS, UNICEF, UNODC, USAID, World Bank and WHO
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Box 1: Definition of Evaluation
For the purpose of the stocktake and this synthesis report, evaluation studies were defined as the
rigorous, scientifically-based collection of information about program/intervention activities,
characteristics and outcomes that determine the merit or worth of the program/intervention.
Evaluation studies are considered to include
i.

ii.

Operational research, which is defined as the systematic and objective assessment of the
availability, accessibility, quality, and/or sustainability of services designed to improve
service delivery.
Evaluation studies using secondary data analysis such as a meta-evaluation or a metaanalysis.

6. The stocktaking exercise had a number of limitations. First, it was not
comprehensive. Several agencies, including DFID, GIZ, UNAIDS, USAID and
the World Bank emphasised the decentralised nature of their work and the
difficulties this created for them in providing a comprehensive list of evaluations
conducted.
7. Also, agencies appeared to apply the definition of evaluation, used in the
stocktaking exercise, differently and inconsistently. The authors of the
stocktaking report identified three categories of evaluation studies meeting the
specified definition. These were evaluations of specific interventions, evaluations
of projects/programmes and evaluations of national AIDS responses. The
authors of the stocktaking report considered that 307 (56%) of the reported
studies met these criteria. A further 241 (44%) studies were not considered to
meet this definition for various reasons (see Figure 1 and Box 2). These studies
included situation analyses (44%); evaluations of the integration of HIV
programmes into the health sector (7.1%); studies of knowledge, attitudes and
practice (5.4%); national AIDS spending assessments (4.6%); mapping
exercises (4.1%); surveillance reports (4.1%) and studies in which the nature of
the evaluation was unclear (12%) 3.
METHOD
8. For the purpose of this synthesis activity, attempts were made to locate publiclyavailable evaluation reports for all studies reported to the stocktake that were
considered to meet the definition of evaluation (n=307) (see Figure 1). For the
purpose of this exercise, reports were taken to include, not only those published
in peer-reviewed journals, but also various forms of grey literature, including
narrative reports and PowerPoint presentations. Where reports were published
in peer-reviewed journals, full text versions of the documents were obtained. In a
few cases where reports consisted of conference abstracts, these abstracts were
reviewed. Publicly-available was defined as accessible through the Internet
using a readily-available search engine (Google). A few reports marked ‘draft’
were included if obtained through this method. One PowerPoint presentation
marked ‘please do not quote’ was excluded on the basis that it was not truly a.
3

For the purpose of this synthesis report, one of these studies was reclassified as an evaluation
because a report was located which gave more detail about the study and made it clear that it met the
definition of evaluation used both for the stocktake report and this synthesis exercise (see Figure 1)
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Figure 1: Method for selecting studies to review: Flow chart
Evaluations reported to
stocktake n=548

Considered to meet specified
criteria of ‘evaluations’ n=307

Do not meet specified criteria of
‘evaluations’ n=241

Considered to meet specified
criteria of ‘evaluations’ n=308

One study reclassified from
‘unclear’

Evaluation report identified
n=148

Evaluation reports not identified
n=160

Not completed
n=90
Documents relate to
reported evaluations
n=71

117 documents

Documents do not
relate to reported
evaluations n=77

142 documents

+ 5 documents

Considered to meet
specified criteria of
‘evaluations’ n=147

Do not meet specified
criteria of ‘evaluations’
n=117

Additional documents
reported by agencies
n=7

11

No reports
found n=70

Box 2: Studies reported to the stocktake not considered to meet the definition of evaluation
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

107 situation analyses
29 reports in which the nature of the evaluation was considered unclear
17 evaluations of the integration of HIV programmes into the health sector
13 KAP studies
11 National AIDS Spending Assessments
10 mapping exercises
10 surveillance reports
7 evaluations of donor support
7 assessments of structural factors
6 population size estimates
4 M&E system assessments
4 organisational development assessments
4 national research agendas/inventory
3 monitoring activities
2 model descriptions
1 field test
1 visit report
1 strategic planning exercise
1 protocol development
1 annual report
1 population-based survey
1 policy analysis

public document (see Box 3). In many cases, where a report was published in a
peer-reviewed journal, the abstract was freely accessible online but access to
the full text document required registration and/or a subscription. In all these
cases, the full text document was accessed. Such documents were considered
to meet the criterion of being publicly available
9. Significant challenges were faced in identifying these reports from the
information supplied to the stocktake, largely because agencies were not
requested to provide titles of the evaluation or the title(s) of any report(s) arising
from the evaluations. Attempts were made to identify reports using various
details provided including the reporting agency; the specified questions; the
geographic location and the time frame. This required a much more flexible and
adaptable search criteria than are usually used in systematic reviews. In several
cases, multiple reports were identified for a single evaluation study. These were
all included, documented and stored.
10. In many cases, it was unclear if documents identified related specifically to the
reported evaluation or not. If the identified report was considered to meet the
definition of an evaluation being used in this synthesis exercise, it was included,
documented and stored regardless of whether it was considered to relate to the
reported evaluation study or not. As a result, documents were identified in such
searches for almost half (148, 48%) of all the included evaluations (n=308). No
documents could be identified for more than half (160, 52%) of them. In most of
these cases (90, 56%), it appeared that the evaluation had not been completed
based on date information provided to the stocktaking exercise. However, in the
remaining cases (70, 44%), no report could be located even though the
12

evaluation should have been completed based on date information provided to
the stocktaking exercise (see Figure 1).
11. In order to maximise the number of reports included in the synthesis analysis, no
cut off date was applied to the reports identified. This means that reports prior to
2007 were included although evaluations taking place prior to this date were not
supposed to have been reported to the stocktaking exercise.
12. A total of 259 documents were identified through this process. Of these, 117
(45%) were considered to relate to 71 evaluation studies reported to the
stocktaking exercise. In the case of the remaining 77 evaluation studies reported
to the stocktaking exercise, the 142 documents identified did not appear to relate
directly to these studies. However, all these documents were included and
reviewed. During the review process, a further five documents relating to
evaluation studies reported to the stocktaking exercise were identified, bringing
the total of documents reviewed to 264 (see Figure 1).
13. These 264 documents were reviewed to see if they met the criteria of evaluation
reports outlined above. In addition, only documents in English were included. A
total of 147 documents were considered to meet the inclusion criteria, whereas
117 did not (see Figure 1). Summary reasons for exclusion are given in Box 3. In
particular:
•

Nine documents, on closer examination, turned out to have little if
anything related to HIV

•

38 documents were classified as ‘opinion pieces’. One common feature of
all such documents was the absence of any description of method.
Description of method was considered to be critical for assessing
scientific rigour. There were two main types of ‘opinion piece’. The first
consisted of guidelines/normative guidance distributed by different
agencies, such as WHO, UNAIDS and UNICEF. Such documents are
often well-referenced and could be extremely useful guides to relevant
evidence. They resemble both literature and systematic reviews.
However, in the absence of any description of how the document was
assembled, they were excluded. The second type was essentially a
referenced essay or statement. These are common in peer-reviewed
journals but also occur in grey literature. They share the characteristic of
lacking any description of method. They almost certainly contain elements
of literature review and may be well-referenced/evidenced. However, in
the absence of any description of method, they were excluded from
analysis.

•

19 documents were classified as project descriptions. These had some
similarities to project evaluations but lacked descriptions of methods and
were usually extremely positive about the project being described. Many
examples of ‘best practice’ fell into this category.

•

Eight documents were classified as situation analyses. These differed
from programme evaluations in that they documented a situation, e.g. a
13

particular group disproportionately affected by HIV. They did not seek to
assess the merit or worth of a particular intervention.
•
•

Seven documents were classified as evaluation proposals, protocols or
plans. These related to programme evaluations but lacked any description
of results or findings.
Two country UNGASS reports were excluded because it was extremely
unclear why UNAIDS had included these but not reports from other
countries. Although it can be argued that these are a form of national
programme evaluation, it was decided that the synthesis would need to
either include all such country reports or exclude them all. The former
option was not feasible so these two reports were excluded.

•

Seven documents were excluded because they were not in English.

•

12 documents were duplicates and eight were part of other documents.

•

One document was marked ‘please do not quote’ so was considered not
to be public and was therefore excluded.

Box 3: Summary reasons for excluding identified documents (117) from analysis
Not HIV-related (9)
Not programme evaluation reports (78)
• Opinion piece (38)
• Project description (19)
• Situation analysis (8)
• Evaluation proposal/protocol/plan (7)
• Strategy (1)
• List of available documents (1)
• Gender analysis (1)
• Validation of tool (1)
• Drug efficacy study (1)
• KAP survey (1)
UNGASS country reports (2)
Not in English (7)
Duplicates (12)
Part of other document (8)
Not public (1)

14. In addition, all agencies (n=18), that were originally contacted for the stocktake,
were re-contacted for the synthesis exercise. This was partially to keep them
informed of developments but they were also offered the opportunity to submit
any reports directly that they wished to ensure were included. A total of seven
additional documents were included for analysis from this source (see Figure 1).
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15. In analysing the documents, the following details were assessed and entered
into an Excel spreadsheet:
•

The thematic area in which the evaluation report was reported/identified

•

The name(s) of the author(s); the title and any journal reference (if
applicable)

•

Whether or not a report was publicly available, with comments where
applicable, e.g. when a ‘report’ was a series of PowerPoint slides

•

Whether or not the report was in a peer-reviewed journal. For this
purpose, conference abstracts were not considered to be a peer-reviewed
journal

•

Notes on the method followed with comments on strengths and
weaknesses/limitations, where appropriate

•

Notes on whether or not quantitative data was included with notes on the
statistical methods used (if any)

•

An assessment of the extent to which the report met the different
elements of the definition of evaluation being used

•

A numerical code for the level/type of evidence provided (see Box 4).
Broadly, these numbers correspond to the level/rigour of evidence. So,
the higher the score, the greater the rigour of evidence. However, this is
only a rough guide and does not mean that all evidence with a higher
number is more rigorous than evidence with a lower number.

Box 4: Levels/types of evidence: Numerical code
0 – Not evaluation – excluded
1 – Expert opinion, meeting report
2 – Literature review
3 – Data triangulation exercise
4 – Country-reported data, e.g. UNGASS reporting
5 – ‘Classic’ project/programme evaluation – document review, stakeholder interviews, site visits
6 – Non-controlled/qualitative study
7 – Mathematical modelling
8 – Systematic review
9 – Non-randomised controlled trial
10 – Randomised controlled trial

•

A subjective assessment of the perceived quality of the evaluation report
using a numeric score of 1-3 where 1 is good, 2 is average and 3 is poor.
This assessment was made on the basis of a rapid review of the
document, focused particularly on method. Default score was average (2).
Documents with strong methodological features were classified as good
(1). Documents with weak, absent or unclear methodological features
were classified as poor (3). An example of a published study considered
15

to have significant errors in its description of methods is shown in Annex 1
(p93).
•
•

Notes on any comments made in the report about mechanisms in place to
ensure independence
Notes of any explicit reference made to the OECD-DAC evaluation criteria
of relevance, effectiveness, efficiency, impact and sustainability 4

•

Notes on whether or not the report contained explicit recommendations

16. All included studies were given an alpha-numeric code. The letter (A, B or C)
denoted whether the report was considered to relate to an evaluation study
reported to the stocktake (A), was an additional study reported directly by an
agency to this synthesis analysis (B) or was a study identified in the synthesis
analysis based on searching for studies reported to the stocktake but apparently
unrelated to them (C). The number relates to level of evidence (see Box 4). So, a
study with a code A10 would be a randomised controlled trial related to an
evaluation study reported to the stocktaking exercise.
17. In addition, notes were made of any evaluation reports which referred explicitly
to recommendations of previous evaluations and progress made in implementing
those. Similarly, notes were also made of any management responses to
evaluation findings, conclusions and recommendations.
18. Summaries, major findings
documented in Word.

and

recommendations

4

were

identified

and

This was done by searching the documents for the terms ‘OECD’, ‘DAC’, ‘relevan*’, ‘effective*’,
‘efficien*’, ‘impact’ and ‘sustain’. These references were then assessed to see the extent to which the
purpose of the study reported reflected these particular criteria.
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FINDINGS
Areas of thematic focus
19. The documents reviewed covered a wide range of HIV-related issues and topics.
In responding to the evaluation stocktake, agencies classified their evaluations
into one of four thematic areas – prevention (40%); treatment (17%); care and
support (6%) or other (37%) (see Figure 2).
Figure 2: Reported focus of agencies’ HIV-related evaluations (from Drew and Peersman, 2011)

20. However, this information was based on classifications made by the reporting
agencies. It was unclear if this had been done consistently across and within
agencies. For this reason, this synthesis analysis re-assessed and re-classified
each of the included papers into one of the four thematic areas – prevention,
treatment, care and support and other. Where possible, the categorisations used
by agencies were retained. For this reason, HIV testing and counselling was
classified as prevention, programmes focused on ART adherence were
classified as treatment and services for orphans and vulnerable children were
classified as ‘other’. In general, the following approach was adopted:
•

Prevention included papers on HIV testing and counselling; HIV
disclosure; services for particular populations including men who have sex
with men, sex workers, migrants/mobile populations, people who inject
drugs/injecting drug users 5; pre-exposure prophylaxis; male circumcision;
effect of alcohol on behaviour and HIV transmission; prevention of mother
to child transmission; cash transfers 6; schools programmes; and
condoms.

5

All papers focused on services for these populations were classified as prevention. It is recognised
that some of these services include care and support and treatment services focused on these
populations.
6
Where the focus was on reducing HIV transmission. Some papers on cash transfers for support of
orphans and vulnerable children were classified as ‘other’.
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•

Treatment included various aspects of ART delivery including different
models of delivery, cost and cost effectiveness. Other topics covered
included adherence monitoring and support; prevention and treatment of
malaria among people living with HIV; laboratory monitoring of people
living with HIV; effect of funding crisis on HIV services 7; task shifting;
treatment and management of opportunistic infections including
tuberculosis and cryptococcus; and resistance to antiretroviral medicines.

•

Care and support was used not only for services described explicitly as
care and support but also included papers focused on services specifically
for people living with HIV.

•

‘Other’ included evaluations of national HIV responses; evaluations of
other broad programmes; evaluations of the roles of NGOs and
communities; and all programmes focused on providing services for
orphans and vulnerable children. ‘Other’ also covered some papers 8
which covered more than one of the thematic areas highlighted in this
synthesis – prevention, treatment and care and support.

21. Table 1 shows how the identified papers were classified by reporting agencies
and how they were re-classified in this synthesis analysis. Broadly, the
classifications were very similar with slightly fewer reports being classified as
prevention or treatment in this synthesis analysis and slightly more being
classified as ‘other’. The seven additional papers sent directly by agencies were
not classified by the agencies. These were classified specifically for this
synthesis analysis (see Table 1).
22. Figure 3 shows the reported thematic focus of identified evaluation reports.
Almost half (40%) related to prevention with just under one third (31%) related to
treatment and just over a quarter (27%) related to other areas. The relative high
number of reports on treatment evaluations may indicate that these evaluations
are more likely to be published or that they are easier to find. The relatively low
number of reports on care and support evaluations is partly due to care and
support rarely being evaluated alone but as part of broader prevention or
treatment programmes. It also reflects that programmes for orphans and
vulnerable children were classified as ‘other’ rather than as care and support.

7

Some of these papers included a focus on prevention services. However, the main focus was on
treatment services, so they were included here.
8
117
For example, the 2008 DANIDA synthesis review featured in Box 7
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Table 1: Thematic Classification of reviewed papers
As classified in stocktake

Prevention
Treatment
Care and support
Other
9
Additional

59
52
4
32
7

Total

154

As classified in synthesis analysis
Care and
Prevention
Treatment
support
47
0
3
4
48
0
3
0
0
3
0
1
4
0
0
61

48

4

Other
9
0
1
28
3
41

Figure 3: Focus of identified evaluation reports (n=154)

27%
40%

Prevention
Treatment
Care and Support

2%

Other

31%

Publication in peer-reviewed journals
23. Almost one third (31%; n=48) of the identified documents (n=154), had been
published in peer-reviewed journals. More than three quarters (79%; n=38) of
these were treatment-related. Figure 4 illustrates the percentage of documents in
each thematic category that were published in peer-reviewed journals. This was
much higher (79%) for treatment-related evaluation reports than for those
relating to prevention (11%), ‘other’ (7%) or care and support (0%).

9

Those seven studies reported by agencies directly to this synthesis process, i.e. these studies were
not included in the stocktake.
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Figure 4: Percentage of evaluation reports (n=154) appearing in peer-reviewed journals by
thematic category
100%
90%

21

80%
70%
60%

89

50%
40%

Not peer-reviewed
journals

93

100
79

Peer-reviewed journals

30%
20%
10%

11

0%

7

Prevention Treatment Care and
Support

Other

Dates of reports
24. A small number of the reports (n=21; 14%) were dated prior to 2007, i.e. these
pre-dated the period of focus of the evaluation stocktake. More than half (n=89;
58%) were reports dated 2009-2011 (See Figure 5). Although the synthesis
analysis was conducted in the first quarter of 2012, a small number of reports
(n=5) were dated 2012. In some cases (n=11), the date of the report was not
known.
Figure 5: Number of evaluation reports by year of publication
NK= not known

45
40
35
30
25
20
15
10
5
0
<2007

2007

2008

2009

2010

2011

2012

NK

Types of study
25. Based on a review of the description of method, studies were classified into a
number of different categories (see Box 4). Table 2 shows how these categories
20

were distributed across the studies overall and by each of the four thematic
areas – prevention, treatment, care and support and other.

Non-randomised
controlled trial

Randomised-controlled
trial

16

9

3

7

3

11

0

Treatment

1

1

0

1

2

26

2

5

4

6

0

Care and Support

0

0

0

0

1

3

0

0

0

0

0

Other

0

5

1

3

25

3

0

1

1

1

1

Total

6

13

1

4

44

41

5

13

8

18

1

Evaluation follow-up

Mathematical
modelling

0

Systematic review

Non-controlled/
qualitative study

0

Country-reported data

7

Data triangulation
exercise

5

Literature review

Prevention

Expert opinion/meeting
report

‘Classic’ programme/
project evaluation

Table 2: Types of evaluation report: Overall and by thematic area

26. Overall, more than half (n=85; 55%) of all the reports related to ‘classic’
programme/project evaluations (n=44) or non-controlled/qualitative studies
(n=41). ‘Classic’ programme evaluations accounted for more than a quarter
(n=16; 26%) of all prevention evaluation reports and almost two thirds (n=25;
61%) of all evaluation reports classified as ‘other’. Non-controlled studies
accounted for more than half (n=26; 54%) of all treatment evaluations and three
out of four care and support evaluations. Randomised controlled trials accounted
for 18 (12%) of all evaluation reports. Surprisingly, most of these (n =11; 61%)
were conducted in the area of prevention with only 6 (33%) being focused on
treatment. However, the impression this creates is misleading as this is the
number of reports and not the number of evaluations. In some cases, there are
multiple reports generated from the same evaluation.
27. There were six studies which were classified as expert opinion/meeting reports
(see Box 5). In many ways, these resembled some of the many opinion pieces
identified which were excluded as not meeting the criteria of evaluations (see
Box 3). The main difference between these reports and those opinion pieces
was the inclusion of some methodological description however rudimentary.
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Box 5: Examples of expert opinions/meeting reports included in this analysis
In 2008, the Gates Foundation, WHO and UNAIDS supported a round table meeting on male
i
circumcision in Washington .
Also, in 2008, the Global HIV Prevention Working Group produced a paper on behaviour change
st
ii
and HIV prevention – (re) considerations for the 21 Century .
In 2010, an expert panel produced guidance for the US Congress and the US Global AIDS
iii
Coordinator on prevention of mother to child transmission (PMTCT) . In 2009, UNICEF, WHO,
UNAIDS and Vanderbilt School of Medicine hosted a consultative meeting on the impact of
iv
PMTCT services on averting new HIV infections in children and improving child survival . In 2010,
EGPAF and WHO produced an intelligence report on HIV care and PMTCT in resource-limited
v
settings which consisted of a collection of relevant abstracts .
In 2011, the sixth conference on HIV treatment and prevention adherence published a series of
vi
abstracts related to issues regarding adherence to antiretroviral therapy .
i
Forum for Collaborative HIV Research, the Bill and Melinda Gates Foundation, WHO and UNAIDS (2008) Evaluation of
Impact of Adult Male Circumcision Programs on HIV Incidence and Prevalence: Current Research, Gaps in Knowledge
and Recommendations for Additional Research A1
ii
Global HIV Prevention Working Group (2008) Behaviour Change and HIV Prevention: (Re)Considerations for the 21st
Century C1
iii
Expert Panel (2010) PMTCT of HIV: Expert Panel Report and Recommendations to the US Congress and US Global
AIDS Coordinator C1
iv
UNICEF, WHO, UNAIDS and Vanderbilt School of Medicine (2009) Consultative Meeting on Evaluating the Impact of
PMTCT Services in Low- and Middle-Income Countries in Averting New Infections in Children and Improving Child Survival
C1
v
EGPAF and WHO (2010) HIV Care & PMTCT in Resource-Limited Settings C1
vi
IAPAC, NIMH and PIM (2011) 6th International Conference on HIV Treatment and Prevention Adherence C1

28. There were 13 studies which were classified as literature reviews (see Box 6). In
many cases, these were self-defined. They largely differed from systematic
reviews in terms of having a less well-defined research question, less
rigorous/rigid search criteria and less rigorous/rigid inclusion criteria. In
particular, these reviews did not present a flow chart of how they identified and
selected documents. In some cases, some of these studies were supplemented
with other methods, e.g. interviews, but in all cases the literature review was the
main part of the method. In some ways, these literature reviews are similar in
style and content to other reports defined as opinion pieces and excluded from
this analysis (see Box 3). They differed in terms of always having some
description of method.
29. In many ways, data triangulation exercises resemble literature reviews although
they may be more focused on epidemiological and implementation data than on
more formally-published literature. One example 10 of a data triangulation
exercise in Nigeria was encountered. This was reported in an abstract for an
international AIDS conference. It was difficult to judge the quality of work based
on the abstract alone but it appeared that very sweeping conclusions were being
drawn from very limited data.

10

Anosike, A.O., Adebunmi, A.A. and Agbo, F.A. (2011) Analysis of the Status of the HIV/AIDS
Epidemic in Abia State, Nigeria ICASA CD020 A3
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Box 6: Examples of literature reviews included in this analysis
A wide range of topics have been evaluated through literature reviews including strategies for
i
prioritising adherence to ART .
ii

A number of literature reviews examined issues affecting key populations including sex workers ,
iii,iv
v
people who inject drugs and their children . There have also been literature reviews focused on
vi
prison settings .
There have also been literature reviews of services in particular countries, including harm
vii
viii
reduction in Russia and HIV prevention overall in Moldova . In China, there have been literature
ix
x
reviews of the overall response and of the role of civil society organisations in the response.
Part of the World Bank/DFID evaluation of community responses to HIV included a literature
xi
review to develop a typology of community-based organisations . There was also a literature
xii
review focused on community interventions for orphans and vulnerable children .
Literature reviews have also been used to examine political/policy issues, such as the politics of
xiii
how policies are determined .
i

Simoni, J.M., Amico, K.R., Pearson, C.R. and Malow, R. (2008) Strategies for Promoting Adherence to ART: A Review of
the Literature Current Infectious Disease Reports 2008, 10:515–521 C2
ii
WHO (2011) Preventing HIV among Sex Workers in Sub-Saharan Africa: A Literature Review C2
iii
WHO (2004) Effectiveness of Sterile Needle and Syringe Programming in Reducing HIV/AIDS among Injecting Drug
Users C2
iv
Needle, R.H. and Zhao, L. (2010) HIV Prevention among Injection Drug Users: Strengthening US Support for Core
Interventions C2
v
Beard, J., Biemba, G., Brooks, B., Bresnahan, M., Flynn, D. and Simon, J. (2010) Children of Female Sex Workers and
Injection Drug Users: A Review of Vulnerability, Resilience, and Family-Centred Models of Care in Low and Middle-Income
Countries C2
vi
Canadian HIV/AIDS Legal Network (2006) Prison Needle Exchange: Lessons from a Comprehensive Review of
International Evidence and Experience C2
vii
OHI (undated) Harm Reduction Programs in the Civilian and Prison Sectors of the Russian Federation: Assessment of
Best Practices C2
viii
Bivol, S., Vladicescu, N., Lazarescu, L., Dumitrasco, A. and Osadcii, O. (2011) Evaluation of HIV Prevention
Programmes in the Republic of Moldova 2010 A2
ix
Li, J., Ha, T.H., Zhang, C. and Liu, H. (2010) The Chinese Government's Response to Drug Use and HIV/AIDS: A Review
of Policies and Programs Harm Reduction Journal 2010, 7:4 A2
x
Li, H., Kuo, N.T., Liu, H., Korhonen, C., Pond, E., Guo, H., Smith, L., Xue, H. And Sun, J. (2010) From Spectators to
Implementers: Civil Society Organizations Involved in AIDS Programmes in China International Journal of Epidemiology
2010 39:ii65-ii71 A2
xi
Rodriguez-Garcia, R., Bonnel, R., N'Jie, N., Olivier, J., Pascual, F.B. and Wodon, Q. (2011) Analyzing Community
Responses to HIV and AIDS: Operational Framework and Typology: Policy Research Working Paper 5532 A2
xii
Schenk, K. (2008) What have we Learnt? A Review of Evaluation Evidence on Community Interventions Providing Care
and Support to Children who have been Orphaned and Rendered Vulnerable C2
xiii
Dickinson, C. and Buse, K. (2008) Understanding the Politics of National HIV Policies: The Roles of Institutions,
Interests and Ideas C2

30. There are a number of HIV-related monitoring and reporting processes which
involve country-generated reports on particular topics and indicators. These
include UNGASS and Universal Access reporting. Two country UNGASS reports
were submitted to the evaluation stocktake but these have been excluded from
this synthesis analysis on the grounds of inconsistency (see Box 3). The reports
included are:
•

A regional report for Asia-Pacific on ART scale-up based on reporting on
achieving Universal Access in the health sector 11

11

Srikantiah, P., Ghidinelli, M., Bachani, D., Chasombat, S., Daoni, E., Mustikawati, D.E., Nhan, D.T.,
Pathak, L.R., San, K.O., Vun, M.C., Zhang, F., Lo, Y-R. and Narain, J.P. (2010) Scale-up of National
ART Programs: Progress and Challenges in the Asia-Pacific Region AIDS 2010, 24 (suppl 3):S62–
S71 C4
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•
•
•

A regional report for Europe and Central Asia on progress in implementing
the Dublin Declaration 12
A global report on progress in achieving Universal Access in the health
sector 13
A global report on progress in implementing the Three Ones14

31. Reports were considered to be ‘classic’ programme/project evaluations if they
involved evaluators using a method largely based on reviewing documents,
interviewing stakeholders and making selected site visits. Usually, these
activities are conducted over a relatively short time scale. A large number (n=44)
of evaluations of this type of evaluation were encountered during this synthesis
analysis. Evaluations of this type particularly covered the thematic areas of
prevention (n=16) and ‘other’ (n=25). Evaluations of this type were conducted at
a range of geographical levels:
•
•
•
•

Local-level evaluations included assessment of PMTCT services at Davao
Medical Center in the Philippines 15 and two evaluations of children’s
services at Chikankata Hospital in Zambia 16,17.
Evaluations of HIV services in two Chinese provinces 18,19.
Evaluations of large, national-level projects in Botswana 20, India 21,22,
Nepal 23 and Zimbabwe 24.
Evaluations of donor/agency support in Afghanistan 25, Indonesia 26,27,
Kenya 28, Philippines 29 and Tajikistan 30. In at least one case27, this report
was part of a larger global evaluation.

12

ECDC (2010) Implementing the Dublin Declaration on Partnership to Fight HIV/AIDS in Europe and
Central Asia: 2010 Progress Report A4
13
WHO, UNAIDS and UNICEF (2010) Towards Universal Access: Scaling Up Priority HIV/AIDS
Interventions in the Health Sector Progress Report 2010 C4
14
UNAIDS (2005) The Three Ones in Action: Where We Are and Where We Go from Here
15
Belimac, J.G., Faldas, R., Nadoll, M., Castro, P. and Salva, M. (2008) Review of the Pilot Phase of
PMTCT: Davao Medical Center A5
16
Mulenga, S. (2002) Report on the Evaluation of the UNICEF Supported Chikankata CBOSP and
OVC Training Projects A5
17
Salvation Army World Service Office (2011) Salvation Army/Zambia (TSA), Salvation Army World
Service Office (SAWSO), and TSA Chikankata Health Services Chikankata Child Survival Project
(CCSP), 2005‐2010: Final Evaluation Report A5
18
MSF and Guangxi CDC (undated) Joint Review of Guangxi CDC/MSF-F HIV Project A5
19
Shah, N. (2009) A Comprehensive Evaluation of a HIV/AIDS Surveillance System Guangdong
Province, China, 2007 A5
20
JSI (undated) Botswana Evaluation of the African Comprehensive HIV/AIDS Partnership (ACHAP)
C5
21
Bill and Melinda Gates Foundation (2008) Avahan - The India AIDS Initiative: The Business of HIV
Prevention at Scale A5
22
Bill and Melinda Gates Foundation (2008) Use It or Lose It: How Avahan Used Data to Shape its
HIV Prevention Efforts in India A5
23
Molldrem, V., Justice, J., Sharma, M. and Thapa, P. (2010) Evaluation of 'Advancing Surveillance,
Policies, Prevention, Care and Support to Fight HIV/AIDS in Nepal(ASHA) Project' C5
24
McDermott, P., Brakarsh, J., Chigara, P., Cogswell, L., Coombe, C., Himelfarb, T., Loudon, M. and
Williamson, J. (2003) Report on the Mid-Term Review of the STRIVE Project C5
25
UNODC (2008) Thematic Evaluation of the Technical Assistance Provided to Afghanistan by the
UNODC: Consolidated Evaluation Report A5
26
IPR Team (2009) Independent Progress Report: Clinton HIV/AIDS Initiative in Indonesia C5
27
Jansen, P.L., Petersen, G. and Darmawi, V. (2008) UNAIDS Second Independent Evaluation:
2002-2008 Country Visit to Indonesia: Summary Report C5
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•
•
•

Evaluations of national thematic programmes, e.g. PMTCT in Indonesia 31
and Moldova 32; services for people who inject drugs in Romania 33,34 and
Russia 35; condoms in Thailand 36; and care and support in Ghana 37.
Evaluations of national HIV responses in Dominican Republic 38,
Macedonia 39, Nepal 40, Sri Lanka 41 and Ukraine 42.
Evaluations of a wide range of regional programmes in
Africa 43,44,45,46,47,48,49 Asia 50,51 and Europe/Central Asia 52,53,54,55.

28

Nyamweya, P., Chesoni, A., Muwanga, N., Ogwang, E., Karanja, J., Kanyinga, K. and SlothNielsen, J. (2007) SIDA Support to the UNICEF Country Programme in Kenya A5
29
Chaudhuri, A., Xiaochun, W., Salva, M., Belimac, G. and Mosende, Z. (2008) External Evaluation of
Global Fund Round 5: HIV Component A5
30
Hsu, L-N., Dodarbekov, M., Rakhimovna, S., Sinavbarov, M., Nikolaevna, B.T. and Trupanova, B.
(2007) Outcome Evaluation of HIV Programme of UNDP Tajikistan C5
31
Laksmono, L.H. and Setyahadi, M.I. (2006) A National Assessment for Preventing HIV in Mother
and Children: An Indonesian Story A5
32
Parkhomenko, Z. (2009) Needs Assessment Study: PMTCT Programme in the Republic of Moldova
A5
33
Curtis, M. (2009) HIV/AIDS Prevention and Care among IDUs and in Prison Settings in Romania:
Mid-Term Evaluation A5
34
Van der Gouwe, D. (2011) HIV/AIDS Prevention and Care among Injecting Drug Users and in
Prison Settings in Romania: Final Evaluation B5
35
Osipov, K. and Gorshkova. I.D. (2011) Scaling-up and Increasing Access to HIV Prevention and
Care Services among Injecting Drug Users and in Prisons of the Russian Federation (2006-2011) B5
36
UNAIDS and Ministry of Public Health (2000) Evaluation of the 100% Condom Programme in
Thailand C5
37
Simwanza, A. (2005) Scaling up the District Response Initiative to integrate Care and Support of
those Infected and Affected by HIV/AIDS in Ghana: Final Report on Mid-Term Review C5
38
PAHO and UNICEF (2008) Evaluation of the National Health System Response to HIV in the
Dominican Republic: A Political, Managerial and Technical Tool for Progressing Towards Universal
Access A5
39
Elliott, L. (2010) Report of the Mid-Term Review of the National HIV/AIDS Strategy 2007-2011
Former Yugoslav Republic of Macedonia A5
40
Sadanandan, R., De Lind van Wijngaarden, J.W., Hutter, N. and Kumar, P. (2007) Review of the
UNDP/DFID Support to the National HIV/AIDS Response in Nepal A5
41
WHO, Ministry of Healthcare and Nutrition and UNAIDS (2006) Review of the National Response to
STIs and HIV/AIDS in Sri Lanka A5
42
Elo, O. (2009) Comprehensive External Evaluation of the National AIDS Response in Ukraine A5
43
Rutenberg, N., Baek, C., Kalibala, S. and Rosen, J. (2003) Evaluation of UN-supported Pilot
Projects for the PMTCT of HIV: Overview of Findings C5
44
Lee, T. (2010) PHAMSA II Evaluation Report B5
45
Whitcomb, G. (2001) Evaluation of the UNAIDS Inter-Country Team for Western and Central Africa
A5
46
Sinclair, R.N. and Aggarwal, N. (2008) SIDA's Support to the Eastern and Southern African
Regional Office of UNICEF: Mainstreaming a Rights Based Approach to Safeguard the Rights of
Children Orphaned by HIV/AIDS A5
47
Anonymous (2011) Evaluation of the SADC PF HIV/AIDS Programme 2007-2011: Final Report B5
48
Khan, M. and Brady, R. (2011) Evaluation of the International HIV/AIDS Alliance's Africa Regional
Programme (ARP) Phase 2 B5
49
FAFO (undated) Evaluation of UNICEF's SIDA-funded Child Protection/Trafficking Program in West
Africa A5
50
Lawyers Collective HIV/AIDS Unit (2007) Prevention of Transmission of HIV among Drug /users in
SAARC Countries: Legal and Policy Concerns Related to IDU Harm Reduction in SAARC Countries
A5
51
Klein, A. (undated) Final Evaluation RAS/AD/RASI09 Strengthening Comprehensive HIV/AIDS
Prevention and Care for Drug Abusers in Custodial and Community Settings A5
52
Osipov, K. (2010) Effective HIV Prevention and Care among Vulnerable Populations in Central Asia
and Azerbaijan A5
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•

Global-level evaluations, e.g. on funding mechanisms for community
responses 56 and the effect of the global financial crisis on HIV
responses 57. There was also an evaluation of the work of HIVOS 58.

32. In two cases, both of UNODC evaluations, there were mid-term and end-of-term
evaluations for the same projects/programmes33,34,53,54.
33. Evaluations classified as non-controlled or qualitative studies differed from
‘classic’ programme/project evaluations in that they had a strong focus on
primary data collection and a longer time frame. They differed from nonrandomised and randomised controlled trials in not having a comparison group.
A large number (n=41) of evaluations of this type of evaluation were encountered
during this synthesis analysis. Evaluations of this type particularly covered the
thematic area of treatment (n=26). In some cases, these evaluations used a
variety of methods. In those cases, they have been classified according to most
prominent method. Evaluations included in this group were of a wide variety of
different types including:
•

Prospective, cohort studies in a range of different areas including
PMTCT 59; pre-ART mortality 60; benefits of ART 61,62; ART adherence 63;
ART resistance 64; detection and management of opportunistic infections,
including cryptococcus 65 and tuberculosis66,67,68,69; and support for women

53

Drew, R. (2009) Mid-Term Evaluation of UNODC Project XEEJ20: HIV/AIDS Prevention and Care
among IDUs and in Prison Settings in Estonia, Latvia and Lithuania A5
54
Redonnet, B. (2011) HIV/AIDS Prevention and Care among Injecting Drug Users and in Prison
Settings in Estonia, Latvia and Lithuania: Final Evaluation Report B5
55
ECDC (2012) Monitoring Implementation of the European Commission Communication and Action
Plan to Combat HIV/AIDS in the EU and Neighbouring Countries 2009-2013 B5
56
Bonnel, R., Rodriquez-Garcia, R., Olivier, J., Wodon, Q., McPherson, S., Orr, K. and Ross, J.
(2012) Funding Mechanisms for the Community Response to HIV and AIDS A5
57
UNAIDS and the World Bank (2009) The Global Economic Crisis and HIV Prevention and
Treatment Programmes: Vulnerabilities and Impact A5
58
Phlix, G., Aantjes, C., Jurgens, E., Motihar, R. and Lopez, R. (2010) Evaluation of the HIV and
AIDS Program Implemented by HIVOS in the Period 2000-2009 C5
59
Thorne, C., Semenenko, I., Pilipenko, T., Malyuta, R. and the Ukraine European Collaborative
Study (2009) Progress in PMTCT of HIV Infection in Ukraine: Results from a Birth Cohort Study BMC
Infectious Diseases 2009, 9:40 A6
60
Sutcliffe, C.G., Van Dijk, J.H., Munsanje, B., Hamangaba, F., Siniwymaanzi, P., Thuma, P.E. and
Moss, W.J. (2011) Risk Factors for Pre-Treatment Mortality among HIV-Infected Children in Rural
Zambia: A Cohort Study PLoS ONE 6(12): e29294. A6
61
Sutcliffe, C.G., Van Dijk, J.H., Munsanje, B., Hamangaba, F., Siniwymaanzi, P., Thuma, P.E. and
Moss, W.J. (2011) Weight and Height Z-Scores Improve after Initiating ART among HIV-Infected
Children in Rural Zambia: A Cohort Study BMC Infectious Diseases 2011, 11:54 A6
62
Van Dijk, J.H., Sutcliffe, C.G., Munsanje, B., Sinywimaanzi, P., Hamangaba, F., Thuma, P.E. And
Moss, W. J. (2011) HIV-Infected Children in Rural Zambia Achieve Good Immunologic and Virologic
Outcomes Two Years After Initiating ART PLoS ONE 6(4): e19006 A6
63
Tepper, V.J., Bachanas, P., Zamani, A.E., Bowman, D.A., Lydecker, A., Yilme, S. and Farley, J.J.
(2011) Evaluation of Adherence to ART in Children in Nigeria IAS 2011 A6
64
Ruel, T.D., Kamya, M.R., Li, P., Pasutti, W., Charlebois, E.D., Liegler, T., Dorsey, G., Rosenthal, P.
J., Havlir, D.V., Wong, J.K. and Achan, J. (2011) Early Virological Failure and the Development of
Antiretroviral Drug Resistance Mutations in HIV-infected Ugandan Children JAIDS 2011 January 1;
56(1): 44–50 C6
65
Wajanga, B.M.K., Kalluvya, S., Downs, J.A., Johnson, W.D., Fitzgerald, D.W. and Peck, R.N.
(2011) Universal Screening of Tanzanian HIV-infected Adult Inpatients with the Serum Cryptococcal
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•
•

•
•

living with HIV 70,71. In some cases, one cohort was used to generate
several different reports60,61,62.
A sub-set of prospective, cohort studies focused on assessing feasibility,
acceptability and/or proof of concept. Areas covered included self-testing
for HIV 72 and use of cell phones to promote ART adherence 73,74.
Cross-sectional surveys in which individuals are identified nationally, e.g.
on PMTCT 75 and ART adherence 76. In the case of the study on PMTCT,
regression analysis was used to identify factors leading to benefits from
PMTCT.
Cross-sectional surveys in which individuals are identified from facilities,
e.g. a survey on PMTCT and family planning practices77.
Cross-sectional surveys in which individuals are identified from
programmes/interventions, e.g. to evaluate access to and utilisation of
PMTCT services in Rwanda 78; to identify barriers to care experienced by

Antigen to Improve Diagnosis and Reduce Mortality: An Operational Study Journal of the International
AIDS Society 2011, 14:48 C6
66
Cain, K.P., McCarthy, K.D., Heilig, C.M., Monkongdee, P., Tasaneeyapan, T., Kanara, N.,
Kimerling, M.E., Chheng, P., Thai, S., Sar, B., Phanuphak, P., Teeratakulpisarn, N., Phanuphak, N.,
Dung, N.H., Quy, H.T., Thai, L.H., and Varma, J.K. (2010) An Algorithm for TB Screening and
Diagnosis in People with HIV NEJM 362;8 C6
67
Koole, O., Thai, S., Khun, K.E., Pe, R., Van Griensven, J., Apers, L., Van den Ende, J., Mao, T.E.
and Lynen, L. (2011) Evaluation of the 2007 WHO Guideline to Improve the Diagnosis of TB in
Ambulatory HIV-Positive Adults PLoS ONE 6(4): e18502 C6
68
Worodria, W., Massinga-Loembe, M., Mayanja-Kizza, H., Namaganda, J., Kambugu, A., Manabe,
Y.C., Kestens, L. and Colebunders, R. (2011) ART-associated TB in a Prospective Cohort of HIVinfected Patients Starting ART Clinical and Developmental Immunology, Volume 2011 C6
69
Van Rie, A., Weistreich, D. and Sanne, I. (2011) TB in Patients Receiving ART: Incidence, Risk
Factors and Prevention Strategies JAIDS 2011; 56:349-355 C6
70
CGHD, COHED and Life Center (2010) Engendering the Care and Treatment Response:
Addressing the Needs of Women Living with HIV in Vietnam C6
71
Messersmith, L., Semrau, K., Tran, L.A., Nguyen, N.T., Dao, M.H., Eifler, K. and Sabin, L. (2010)
Contested Sexual and Reproductive Rights of Women Living with HIV in Viet Nam: Experience with
Health Care Providers and Family Members in Sexual Health Decision-making AIDS 2010,
WEPE0636 C6
72
Kalibala, S., Tun, W., Muraah, W., Cherutich, P., Oweya, E. and Oluoch, P. (2011) Knowing Myself
First: Feasibility of Self-Testing among Health Workers A6
73
Crankshaw, T., Corless, I.B., Giddy, J., Nicholas, P.K., Eichbaum, Q. And Butler, L.M. (2010)
Exploring the Patterns of Use and the Feasibility of Using Cellular Phones for Clinic Appointment
Reminders and Adherence Messages in an ART Clinic, Durban, South Africa AIDS Patient Care and
STDs, Volume 24, Number 11 A6
74
Lester, R. T., Gelmon, L. and Plummer, F.A. (2006) Cell Phones: Tightening the Communication
Gap in Resource-Limited ARV Programmes AIDS 2006 Nov 14;20(17):2242-4. A6
75
Ruton, H., Mugwaneza, P., Shema, N., Lyambabaje, A., Bizimana, J. de D., Tsague, L.,
Nyankesha, E., Wagner, C.M., Mutabazi, V., Nyemazi, J. P., Nsanzimana, S., Karema, C. and
Binagwaho, A. (2012) HIV-Free Survival among 9-24-month-old- Children Born to HIV-Positive
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•
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HIV positive children in Zambia 79; to identify barriers to ART adherence
among young people in the USA 80; and to study virological efficacy and
emergence of resistance among adults in Tanzania 81.
Cross-sectional surveys of facilities, e.g. in defining ‘lost to follow-up’ in
ART programmes82 and in studying care and support services in
Uganda 83.
Retrospective, record-based studies focused on risks of ART nonadherence and loss to follow-up in Nigeria 84; comparing ART adherence
among adults and adolescents in Southern Africa 85; identifying predictors
of successful early infant diagnosis86; and the effected of performancebased contracting 87.
Qualitative studies using individual interviews, focused on alcohol and
risks for HIV transmission in Namibia 88; perceived barriers to ART
adherence among US adolescents 89, Ethiopian children 90 and
Mozambican adults 91; AIDS policy training, gender and human rights92.
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Qualitative studies using districts as case studies, e.g. on condom use in
Indonesia 93. In this method, there is a comparative element studying two
contiguous districts.
Qualitative studies using country case studies, e.g. on programmes for
men who have sex with men in Eastern Europe 94; compulsory drug
treatment in Asia 95; and on the effects of the funding crisis on HIV
responses 96.
Costing studies, particularly related to ART 97,98.

34. There were five studies involving the use of mathematical modelling. The main
use of mathematical models was to estimate the impact of particular
interventions, such as harm reduction programmes in Vietnam 99 and targeted
interventions in India 100. Some studies combine modelled data on impact with
cost data to produce cost effectiveness studies, e.g. on interventions for sex
workers in India 101 and for ART in Côte d’Ivoire 102. Modelling studies have also
been used to predict the effect of the global financial crisis on ART delivery 103.
35. There were 13 systematic reviews. Systematic reviews are similar to literature
reviews in many ways but usually have a more-focused question, clear search
and inclusion criteria and some form of flow chart (see example in Figure 6)
showing initial inclusion and progressive exclusion of documents. However, the
degree of clarity over this varies from study to study. In a few cases, studies selfclassified as literature reviews were re-classified as systematic reviews if they
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met these criteria. In biomedical practice, systematic reviews are often
considered the highest form of scientific evidence because they are able to bring
together evidence from different sources, usually randomised controlled trials.
However, in this analysis, systematic reviews have been ranked below controlled
trials as levels of evidence. This is largely because in the fields under study it
was difficult to define clearly the type of narrow questions usually addressed by
biomedical systematic reviews or to identify truly comparable trials. It is of
concern that systematic reviews focused on randomised controlled trials may be
more appropriate mechanisms for assessing specific biomedical interventions
than for assessing large scale social programmes.
Figure 6: Example of flow chart used in systematic review (from Pai et al., 2012 104)
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36. Three of the systematic reviews included were produced by ECDC looking at
HIV testing 105, HIV prevention programmes for men who have sex with men 106
and HIV testing and counselling for migrant and ethnic minority populations 107.
Strong features of these reviews include inclusion of a wide range of evidence
and a system for grading levels of evidence. Other areas covered by systematic
reviews included rapid, point-of-care HIV testing 108; HIV disclosure 109; infant
feeding practices110; needle and syringe programmes111; cell phone SMS for HIV
programmes 112; paediatric ART adherence 113,114; and task shifting 115,116.
37. One survey, conducted by DANIDA in 2008 had many similarities to this current
synthesis exercise (see Box 7) 117.
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Box 7: Synthesis of evaluations of HIV/AIDS assistance: DANIDA, 2008
This study was similar in purpose to this current synthesis exercise and the stocktaking exercise on
which it was based, that is, to identify evaluations made by bilateral and multilateral donors of their
HIV/AIDS programmes and to assess what the identified evaluations add to the evidence base on
which HIV responses are based. In particular, the study sought to identify effective and efficient
interventions.
However, the selected method differed markedly from this current exercise. Rather than contacting the
agencies directly, as was done in the stocktaking exercise, the evaluators sought to identify
evaluations themselves from websites and databases. Criteria for inclusion were that the
studies/evaluations should be ‘as recent as possible’; focus on but not be restricted to sub-Saharan
Africa; seek to include ‘innovative’ evaluations; represent both bilateral and multilateral organisations;
and cover all types of interventions. Initially, 67 evaluations were identified but 29 were excluded
through application of these criteria and because they were ‘too descriptive or had a strategic rather
than an evaluative orientation’. Of the remaining 38 evaluations, 25 related to prevention; nine to
treatment (ART); four to ‘palliative and opportunistic infections’; seven to mitigation; and nine to
cooperation.
It proved difficult using these methods to identify even this small number of evaluations. The authors
comment, ‘the process of finding the evaluations was not easy. Considerable time and effort was spent
to identify the relevant studies’

38. There were eight studies identified which were considered to be non-randomised
controlled trials, that is, these studies included comparison, control or nonintervention groups. However, the decision as to who received the intervention
and who did not, was not made randomly. Three different types of nonrandomised controlled trial are identified.
39. First, the most common type (n=5) involved comparisons being made between
groups/communities that received the intervention and those that did not (see
Table 3). Overall, the design of these studies was weak and any conclusions
drawn from them should be interpreted with extreme caution.
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Table 3: Assessment of evaluations comparing intervention groups with non-intervention
groups

Intervention

Comparison

No. of groups

Evaluation of Bashy
118
Bus, Jamaica

4

3

Benefits of infant
feeding counselling in
119
Kenya and Zambia

3

3

Benefits of communitybased activities for
120
PMTCT in Kenya

5

2

Evaluation of Nigerian
National ART training
121
programme

?

?

3

3

Evaluation

AIM project
122
evaluation

Concerns
1. Although intervention and comparison groups are
compared, no evidence is presented that these
are actually comparable.
2. These are essentially cluster-based studies. The
intervention is applied/not applied on the basis of
the cluster. In this situation, it is the number of
clusters more than the number of people sampled
within each cluster which gives statistical power
to any comparisons. This does not seem to be
understood in these studies. Sample size is
almost certainly too small in all cases to draw
valid statistical conclusions.
3. Sample size calculations based on the total
number of individuals, e.g. 10% are not valid for
studies of this nature.
4. Issues of randomisation are misunderstood.
Although selecting individuals within the cluster
randomly for interview is good practice, the main
issue with randomisation is as a basis for
whether or not a person receives the intervention.
This is not the case in any of these studies.
5. There are issues about validity of outcome
measures, e.g. knowledge as the outcome of
training.

40. Other approaches were taken by the three other studies included in this group:
•

A study of the effect of ART on child nutrition and schooling in Kenya 123
compared longitudinal household survey data from the intervention group
with cross-sectional data from a representative national survey. An earlier
study 124 from the same authors compared longitudinal household survey
data from the intervention group with a random sample of adults in the
survey area.
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•

A laboratory-based study in Tanzania 125 compared the use of dried-blood
spot samples for viral load measurements with the recognised gold
standard of plasma assays. As both measures could be applied to all trial
participants, there was no need for random allocation to intervention and
control groups.

41. There were 18 reports of randomised-controlled trials (see Table 4). These were
of two broad types. The first involved randomisation at the individual level. In this
approach, individuals were allocated randomly to a particular arm of the trial. The
second involved randomisation at the cluster level. In this approach, a particular
cluster of individuals were allocated randomly to a particular arm of the trial. A
cluster might be a facility of some kind, such as a school, or a defined
geographic area, such as a district. Table 4 presents summary data for a number
of the identified trials, including:
•
•
•
•
•
•

•

The focus of the evaluations
The number of individuals in the trial
A description of the sites included in the trial
A brief description of the different interventions being studied
A brief description of the outcome measures. In general, studies of HIV
prevention measures need to include a measure of HIV infection as the
outcome and not a proxy measure, such as condom use.
Whether or not the report reviewed was from a peer-reviewed journal. If a
particular report was not published in a peer-reviewed journal, this does
not mean that findings of the evaluation have not been published in such
a journal, just that no such article was identified for this analysis.
Comments, where applicable. In some cases, numerical discrepancies in
the report are noted briefly here (see also Figure 7).

42. Finally, during the search for documents, particular attention was given to try to
find any documents which captured responses to evaluations, e.g. how
recommendations of an evaluation were being or had been implemented.
However, almost no examples of such documents were encountered. One
example of evaluation follow-up was identified in the form of a management
response from UNAIDS to its five year evaluation 126. However, the tone of this
document is not about how the agency will respond to and implement the
recommendations of the evaluation but rather contesting some of the
evaluation’s findings and conclusions.
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INDIVIDUAL-BASED RANDOMISATION
Use of SMS to promote ART
538
127
adherence in Kenya
HIV prevention among sex
128
workers in Armenia

Pre-exposure prophylaxis

129

Cotrimoxazole (CTX) prophylaxis
and malaria among HIV exposed
132
but –ve children < 2 years
AL

133

vs DP

134

for treatment of

Sites

3 clinics

120

Yerevan

4758

9 sites in Kenya
and Uganda

203

Tororo district

122

Uganda

Peer-review
journal

Evaluation Focus

No. of
individuals

Table 4: Summary of randomised controlled trials

Interventions

Outcome measure

Weekly SMS vs
standard care
2 hour
intervention
from health
educator
130
TDF ;
131
TDF/FTC ;
placebo
CTX to 2 years
vs discontinue
when cease
breastfeeding if
HIV -ve
AL vs DP

Self-reported adherence
Viral suppression



Condom use



HIV transmission



Malaria



Adverse events
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Is research question clear?
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Estambale, B., Ngugi, E., Ball, T.B., Thabane, L., Gelmon, L.J., Kimani, J., Ackers, M. and Plummer, F.A. (2010) Effects of a Mobile Phone Short Message
Service on ART Adherence in Kenya (WelTel Kenya 1): A Randomised Trial Lancet 2010; 376:1838-45 A10
128
Markosyan, K., Lang, D.L., Salazar, L.F., DiClemente, R.J., Hardin, J.W., Darbinyan, N., Joseph, J.B. and Khurshudyan, M. (2010) A Randomized
Controlled Trial of an HIV Prevention Intervention for Street-Based Sex Workers in Yerevan, Armenia: Preliminary Evidence of Efficacy AIDS Behav (2010)
14:530-537 C10
129
University of Washington (2011) Partners PrEP Study Demonstrates the PrEP Significantly Reduces HIV Risk: Key Messages A10
130
Tenofovir
131
Emtricitabine
132
Sandison, T.G., Homsy, J., Arinaitwe, E., Wanzira, H., Kakuru, A., Bigira, V., Kalamya, J., Vora, N., Kublin, J., Kamya, M.R., Dorsey, G. and Tappero, J.W.
(2011) Protective Efficacy of Co-trimoxazole Prophylaxis against Malaria in HIV Exposed Children in Rural Uganda: a Randomised Clinical Trial BMJ
2011:342d1617 A10

35

malaria in HIV positive
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children

Sites

Interventions

351

Different methods of monitoring
137
ART

1094

Outcome measure

Peer-review
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No. of
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Evaluation Focus

Comments

Effective treatment

Uganda

(a) Clinical vs
(b) a+CD4 vs
(c) b+ viral load

Morbidity and mortality



HIV infection



HIV testing



CLUSTER-BASED RANDOMISATION
Cash transfers in Malawi
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Social mobilisation and peer
143,144
education in Senegal

3821

176 intervention
areas
52 districts

Different
amounts; direct
to girl vs to
household head
Traditional
methods vs
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141 142
Mchinji? ,
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Evaluation of community
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response to HIV
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Sites

Interventions
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peer mentoring
vs control
6 different arms
(see Figure 7)

44 geographical
areas

Home care vs
facility care

Outcome measure

Peer-review
journal

No. of
individuals

Evaluation Focus

Teenage childbearing



Virological failure



Comments

Some issues with numbers (see
Figure 7)

See Figure 8
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Mermin, J., Coutinho, A. and Grosskurth, H. (2009) Rates of Virological Failure in Patients Treated in a Home-Based Versus a Facility-Based HIV-Care Model
in Jinja, Southeast Uganda: A Cluster Randomised Equivalence Trial Lancet 2009 December 19: 374(9707) 2080-2089 A10
148
UK Consortium on AIDS and International Development (2011) Evaluation of the Community Response to HIV and AIDS: Insights A10
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Figure 7: Illustration of numerical discrepancy in report of randomised controlled trial
Figure from Duflo et al., 2006: annotated

Note: the figures in this column total 334
Figure 8: Studies included in evaluation of community response to HIV
Figure from UK Consortium, 2011
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Quality
43. Overall, more than half (n=79; 52%) of all documents (n=153 149) were
considered to be of average quality. More than a quarter (n=41; 27%) were
considered to be good and slightly less than a quarter (n=33; 22%) were
considered to be poor (see Figure 9). Almost half of all treatment-related
documents (n=23, 48%) were classified as good but less than a quarter of
prevention-related documents (n=14; 23%) and a very small proportion of
documents classified as ‘other’ (n=2; 5%). Almost one third of prevention-related
documents (n=18; 30%) were classified as poor but only one fifth of those
classified as ‘other’ (n=8; 20%) and 15% of treatment-related documents (n=7).
Of all documents classified as good, more than half (56%) were treatmentrelated while of all documents classified as poor, more than half (55%) were
prevention-related.
Figure 9: Perceived quality of reviewed documents/studies overall and by thematic area
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The one report of evaluation follow-up was excluded from this analysis.
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44. Overall, the percentage of reports in peer-reviewed journals considered good
was higher (48%) than those in the grey literature considered good (17%).
However, the percentage of reports in peer-reviewed journals considered poor
was only slightly lower (17%) than those in the grey literature (24%).
Figure 10: Perceived quality of reviewed documents/studies by publication in peer-reviewed
journal
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Independence
45. According to the OECD DAC principles for the evaluation of development
assistance 150, ‘the evaluation process should be impartial and independent in its
function from the process concerned with the policy making, the delivery and the
management of development assistance.’
46. Very few of the evaluation reports reviewed discuss the issue of evaluation
independence as part of their considerations of method. However, this issue was
considered overall in the evaluation stocktake with agencies describing various
mechanisms for ensuring evaluation independence (see Box 8).
Box 8: Agency arrangements for ensuring independence of
evaluations
As reported to evaluation stocktake (Drew and Peersman,2011)

150

OECD DAC (1991) Principles for Evaluation of Development Assistance
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47. Where evaluation reports did refer to issues of independence, this included:
•
•
•
•
•
•

Referring, in general terms, to the evaluation being independent, e.g. in
the title ‘independent evaluation’ or ‘independent progress report’.
Noting that the evaluations had been conducted by independent
consultants or an independent panel.
Noting that the evaluation had included independent research and
analysis.
Explaining that some evaluation processes had been conducted by more
than one person independently, particularly assessments of which
documents to include and exclude in systematic reviews.
In many articles published in peer-reviewed journals, a declaration of any
competing interests.
One evaluation which was commissioned specifically because of a
perceived need for an independent assessment of the West and Central
Africa UNAIDS inter-country team 151.

48. The clearest evaluation reports on this topic were those produced by UNODC.
For example, the report of their evaluation of effective HIV prevention and care
among vulnerable populations in Central Asia and Azerbaijan 152 includes the
terms of reference as an annex. These state ‘the expert shall act independently
in their individual capacity, and not as a representative of the government or
organization which appointed them. The independent expert should adhere to
the independence and impartiality of the evaluation process discussed in the
UNODC guiding principle for evaluation and have no previous experience or
involvement with the project.’ Other UNODC reports 153 contained similar
statements. UNODC evaluations are overseen and managed by their
Independent Evaluation Unit. At one point, it was disbanded and reconstituted.
Evaluation reports 154,155 produced during that period included the following
disclaimer, ‘Independent Project Evaluations are scheduled and managed by the
project managers and conducted by external independent evaluators. The role of
the Independent Evaluation Unit (IEU) in relation to independent project
evaluations is one of quality assurance and support throughout the evaluation
process, but IEU does not directly participate in or undertake independent
project evaluations. It is, however, the responsibility of IEU to respond to the
commitment of the United Nations Evaluation Group (UNEG) in professionalizing
the evaluation function and promoting a culture of evaluation within UNODC for
the purposes of accountability and continuous learning and improvement. Due to
the disbandment of the Independent Evaluation Unit (IEU) and the shortage of
resources following its reinstitution, the IEU has been limited in its capacity to
151

Whitcomb, G. (2001) Evaluation of the UNAIDS Inter-Country Team for Western and Central Africa

A5
152

Osipov, K. (2010) Effective HIV Prevention and Care among Vulnerable Populations in Central
Asia and Azerbaijan A5
153
Drew, R. (2009) Mid-Term Evaluation of UNODC Project XEEJ20: HIV/AIDS Prevention and Care
among IDUs and in Prison Settings in Estonia, Latvia and Lithuania A5
154
Klein, A. (undated) Final Evaluation RAS/AD/RASI09 Strengthening Comprehensive HIV/AIDS
Prevention and Care for Drug Abusers in Custodial and Community Settings A5
155
Curtis, M. (2009) HIV/AIDS Prevention and Care among IDUs and in Prison Settings in Romania:
Mid-Term Evaluation A5
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perform these functions for independent project evaluations to the degree
anticipated. As a result, some independent evaluation reports posted may not be
in full compliance with all IEU or UNEG guidelines. However, in order to support
a transparent and learning environment, all evaluations received during this
period have been posted and as an on-going process, IEU has begun reimplementing quality assurance processes and instituting guidelines for
independent project evaluations as of January 2011.’
49. Evaluations conducted by SIDA 156,157 also contained clear statements on
independence, for example, ‘this report is part of SIDA Evaluations, a series
comprising evaluations of Swedish development assistance. SIDA’s other series
concerned with evaluations, SIDA Studies in Evaluation, concerns
methodologically oriented studies commissioned by SIDA. Both series are
administered by the Department for Evaluation and Internal Audit, an
independent department reporting directly to SIDA’s Board of Directors.’ Similar
statements are made in evaluations conducted by the Dutch government,
namely, ‘all Programme Evaluation reports are submitted to the Ministry of
Foreign Affairs and their quality is assessed by the independent Evaluation Unit
of this Ministry (IOB), using a standard assessment framework’ 158.
50. There were also a number of examples encountered where principles of
independence appeared not to be followed, for example:
•
•
•

•

A study to assess guidelines produced by one agency financed by the
same agency159.
A study which claimed to have been conducted by independent
consultants when the majority of these had potentially conflictual
organisational affiliations 160.
Studies which specifically selected participatory forms of evaluation 161,162.
In one of these studies, in particular, the conclusions were phrased as
glowing praise (see Box 9). It is unclear if this would have been the case
had the evaluation been more independent.
One contractor conducted a mid-term review, re-designed the programme
and then conducted another review 163.
162
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51. In addition, the DANIDA synthesis of HIV evaluations 164 was critical of countrybased reporting mechanisms, such as for UNGASS, on the basis that they
’rarely provide evidence for the efficiency of specific interventions and are by
their nature not independent sources of assessment.’
OECD DAC criteria
52. The OECD DAC principles for the evaluation of development assistance 165 state
that the purpose of evaluation is ‘to determine the relevance and fulfilment of
objectives, developmental efficiency, effectiveness, impact and sustainability.’
These issues have become known as OECD DAC evaluation criteria 166.
53. Two studies referred to the OECD DAC criteria explicitly. An evaluation of
UNICEF's SIDA-funded child protection/trafficking programme in West Africa 167
commented, ‘this study uses both UNICEF’s evaluation standards and
evaluation criteria which are the OECD DAC key criteria for evaluating
development
assistance,
namely:
relevance;
impact;
effectiveness;
sustainability; and efficiency. However, the efficiency criteria will only be
examined anecdotally as efficiency analyses such as cost-benefit, costeffectiveness and cost-minimization are not part of the scope of this evaluation.
The evaluation criteria underpin the study but are not always explicitly referred to
in the document.’ An evaluation of the work of HIVOS 168 explicitly selected two of
the OECD DAC criteria – effectiveness and sustainability – on which to focus.
54. One study169 was structured around four of five UNAIDS best practice criteria 170
- effectiveness, relevance, efficiency and sustainability.
55. Several of the reports mentioned some or all of the criteria very explicitly without
directly referring to OECD DAC. For example:
Based on the epidemiological context of the Philippines, the overall PMTCT strategy was
analyzed for its likelihood to have an impact on the epidemic, given the accessibility,
171
acceptability, sustainability, (cost-) effectiveness and appropriateness of the interventions .
The primary purpose of the evaluation is to assess the relevance, effectiveness and efficiency
172
of the UNAIDS West and Central Africa ICT .

164

Kovsted, J. and Schleimann, F. (2008) Synthesis of Evaluations of HIV/AIDS Assistance C8
OECD DAC (1991) Principles for Evaluation of Development Assistance
166
See http://www.oecd.org/document/22/0,2340,en_2649_34435_2086550_1_1_1_1,00.html
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FAFO (undated) Evaluation of UNICEF's SIDA-funded Child Protection/Trafficking Program in
West Africa A5
168
Phlix, G., Aantjes, C., Jurgens, E., Motihar, R. and Lopez, R. (2010) Evaluation of the HIV and
AIDS Program Implemented by HIVOS in the Period 2000-2009 C5
169
UNAIDS and Ministry of Public Health (2000) Evaluation of the 100% Condom Programme in
Thailand C5
170
These are very similar to the OECD DAC evaluation criteria except that ethical soundness is
substituted for impact. See http://data.unaids.org/publications/IRC-pub02/jc-summbookl-1_en.pdf
171
Belimac, J.G., Faldas, R., Nadoll, M., Castro, P. and Salva, M. (2008) Review of the Pilot Phase of
PMTCT: Davao Medical Center A5
172
Whitcomb, G. (2001) Evaluation of the UNAIDS Inter-Country Team for Western and Central Africa
A5
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At the same time, after years of increasing funding until 2008, there is now an acknowledged
need to understand better which community responses are most effective, efficient, and
sustainable and how such responses can best complement the actions of governments and
other actors. Robust data are needed. The primary objective of this effort is to build a more
robust pool of evidence on the impact and added value of community‐based activities and
programs in a cluster of countries, with a strong concentration on the Sub‐Saharan African
173
Region .

56. A few studies used the OECD DAC criteria as a structure for their report. These
included several UNODC reports 174,175. At least one of these used the DAC
criteria to structure its summary table (see Figure 11) 176.

173

Rodriguez-Garcia, R., Bonnel, R., N'Jie, N., Olivier, J., Pascual, F.B. and Wodon, Q. (2011)
Analyzing Community Responses to HIV and AIDS: Operational Framework and Typology Policy
Research Working Paper 5532 A2
174
Osipov, K. and Gorshkova. I.D. (2011) Scaling-up and Increasing Access to HIV Prevention and
Care Services among Injecting Drug Users and in Prisons of the Russian Federation (2006-2011) B5
175
Redonnet, B. (2011) HIV/AIDS Prevention and Care among Injecting Drug Users and in Prison
Settings in Estonia, Latvia and Lithuania: Final Evaluation Report B5
176
Van der Gouwe, D. (2011) HIV/AIDS Prevention and Care among Injecting Drug Users and in
Prison Settings in Romania: Final Evaluation B5
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Figure 11: Summary matrix structured around OECD DAC evaluation criteria (from Van der Gouwe, 2011)
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57. An evaluation of the Partnership on HIV and Mobility in Southern Africa 177
included a table (see Figure 12) which examined the extent to which particular
elements of the partnership fulfilled the different DAC criteria.
Figure 12: Extent to which parts of the Partnership on HIV and Mobility in Southern Africa
reflect different DAC criteria (from Lee, 2010)

58. An evaluation of the Clinton HIV/AIDS Initiative in Indonesia 178 included a ratings
matrix which assessed performance against specified AusAID evaluation criteria
(see Figure 13). These criteria included four of the five OECD criteria 179. Rating
was done using a numerical score and a narrative explanation.
59. Most of the reviewed reports were considered to have some focus on assessing
effectiveness (n=126; 82%) and impact (n=98; 64%). Half were considered to
have a focus on assessing sustainability (n=76; 50%). Fewer were considered to
have a focus on either relevance (n=59; 39%) or efficiency (n=54; 35%) (see
Figure 14).
60. There were a few studies which had efficiency as their central focus, e.g. two
studies on task shifting 180,181.
61. It should be noted that many of the studies reviewed defined impact quite
loosely. Many of these studies would not be considered rigorous impact
evaluations, i.e. in terms of having a clear counterfactual. However, there were
some rigorous impact evaluations included in the data set. One of these 182
concluded, ‘our study shows that rigorous impact evaluations of HIV/AIDS
sensitisation campaigns are possible, can be implemented relatively easily, and
can yield results within a reasonable time frame (one quarter in our case).’

177

Lee, T. (2010) PHAMSA II Evaluation Report B5
IPR Team (2009) Independent Progress Report: Clinton HIV/AIDS Initiative in Indonesia C5
179
Relevance, effectiveness, efficiency and sustainability. Although impact was included in the terms
of reference, it was excluded from the ratings matrix.
180
Callaghan, M., Ford, N. and Schneider, H. (2010) A Systematic Review of Task Shifting for HIV
Treatment and Care in Africa Human Resources for Health 2010, 8:8 C8
181
Fulton, B.D., Scheffler, R.M., Sparkes, S.P., Auh, E.Y., Vujicic, M. and Soucat, A. (2011) Health
Workforce Skill Mix and Task Shifting in Low Income Countries: A Review of Recent Evidence Human
Resources for Health 2011, 9:1 C8
182
Arcand, J-L., Sakho, C., Wagner, N. and Diallo, P.A. (2011) HIV/AIDS Sensitisation and Peer
Mentoring: Evidence from a Randomised Experiment in Senegal A10
178
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Figure 13: Ratings of the Clinton HIV/AIDS Initiative in Indonesia against four of the OECD DAC
evaluation criteria (from IPR Team, 2009)
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Figure 14: Percentage of reports (n=153) reflecting different DAC criteria
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62. It should be noted that many of the studies reviewed defined impact quite
loosely. Many of these studies would not be considered rigorous impact
evaluations, i.e. in terms of having a clear counterfactual. However, there were
some rigorous impact evaluations included in the data set. One of these 183
concluded, ‘our study shows that rigorous impact evaluations of HIV/AIDS
sensitisation campaigns are possible, can be implemented relatively easily, and
can yield results within a reasonable time frame (one quarter in our case).’
Existence of recommendations
63. The OECD DAC principles for the evaluation of development assistance184
expect recommendations to be one of the elements of an evaluation report. They
also expect that these should be clearly distinguished from findings.
64. However, overall of the reports reviewed (n=153), less than half (n=73; 48%)
were considered to contain recommendations. In most cases (n=60; 82%),
where there were recommendations, they were clearly labelled as such and
grouped together, e.g. in a summary or at the end of the report. However, in
some cases (n=13; 18%), they were called something other than
recommendations or were scatted through the report.
65. More than half (n=34; 56%) of prevention evaluation reports contained
recommendations, as did almost three quarters (n=28; 70%) of ‘other’ evaluation
reports. However, less than a quarter (n=8; 17%) of treatment evaluation reports
contained recommendations (see Figure 15).

183

Arcand, J-L., Sakho, C., Wagner, N. and Diallo, P.A. (2011) HIV/AIDS Sensitisation and Peer
Mentoring: Evidence from a Randomised Experiment in Senegal A10
184
OECD DAC (1991) Principles for Evaluation of Development Assistance
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Figure 15: Percentage of reports (n=153) with recommendations by thematic area
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66. Almost two thirds (n==66; 63%) of the evaluation reports in the grey literature
(n=105) contained recommendations. However, only 15% (n=7) of those
published in peer-reviewed journals contained recommendations (see Figure
16). Examples of peer-reviewed articles which did include recommendations are
given in Box 10.
Figure 16: Percentage of reports (n=153) with recommendations by type of publication
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Box 10: Examples of articles in peer-reviewed journals with
recommendations
i

In 2007, a systematic review of paediatric ART adherence published in
Pediatrics contained recommendations for research and clinical
management.
In 2008, a systematic review of paediatric ART adherence in low- and
ii
middle-income countries published in Pediatric Infectious Diseases
Journal also contained recommendations for practice and research.
In 2006, a non-randomised controlled trial of the Nigerian national ART
iii
training programme published in the Journal of Social Aspects of
HIV/AIDS included recommendations.
i

Simoni, J.M., Montgomery, A., Martin, E., New, M., Demas, P.A. and Rana, S. (2007)
Adherence to ART for Pediatric HIV Infection: A Qualitative Systematic Review with
Recommendations for Research and Clinical Management Pediatrics 2007; 119:e1371 C8
ii
Vreeman, R.C., Wiehe, S.E., Pearce, E.C. and Nyandiko, W.M. (2008) A Systematic Review
of Pediatric Adherence to ART in Low- and Middle-Income Countries Pediatric Infectious
Diseases Journal Volume 27 Number 8 C8
iii
Idigbe, E.O., Odutolu, O., Okonkwo, P., Folayan, M.O., Uwakwe, C.B.R., Audu, R.A.,
Jolayemi, O.A., Osagbemi, M., (2006) Evaluation of the Nigerian National ART Training
Programme Journal of Social Aspects of HIV/AIDS Vol. 3 No. 3 C9

67. Almost all (n=36; 82%) ‘classic’ programme/project evaluations included
recommendations. Less than one quarter of evaluations based on randomised
controlled trials (n=4; 22%), mathematical modelling (n=1; 20%) or noncontrolled/qualitative studies (n=10; 24%) contained recommendations (see
Figure 17).
68. Very few examples were found of evaluation reports which contained
management responses to the evaluation, in general, and its recommendations,
in particular. One example was encountered of a stand-alone management
response from the agency to an evaluation 185. However, this was not really an
assessment of how the agency would respond to and implement the evaluation’s
recommendations. Rather, it appeared to be contesting the evaluation’s findings
and conclusions and was somewhat defensive in tone. An evaluation of UNODC
technical assistance to Afghanistan 186 did contain a section on the management
response which was fairly positive in tone.
69. Also, very few examples were found of evaluations which considered progress
against recommendations of a previous evaluation. An evaluation of UNICEFsupported projects at Chikankata in 2002 187 did refer back to the
recommendations of an earlier evaluation in 1997. A country visit to Indonesia 188
conducted as part of an overall evaluation of UNAIDS did assess, in the form of

185

UNAIDS (2009) UNAIDS' Secretariat Response to the Stakeholder Consultation Document on
Preliminary Evaluation Findings
186
UNODC (2008) Thematic Evaluation of the Technical Assistance Provided to Afghanistan by the
UNODC: Consolidated Evaluation Report A5
187
Mulenga, S. (2002) Report on the Evaluation of the UNICEF Supported Chikankata CBOSP and
OVC Training Projects A5
188
Jansen, P.L., Petersen, G. and Darmawi, V. (2008) UNAIDS Second Independent Evaluation:
2002-2008 Country Visit to Indonesia: Summary Report C5
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an annex, progress made in implementing recommendations of an earlier
evaluation.
Figure 17: Percentage of reports (n=153) with recommendations by type of study
100%
90%
80%
70%
60%
50%
40%
30%
20%

No recommendations

10%

Recommendations
Randomised controlled trial

Non-randomised controlled trial

Systematic review

Mathematical modelling

Non-controlled/ qualitative study

Classic' programme/ project evaluation

Country-reported data

Data triangulation exercise

Literature review

Expert opinion/ meeting report

0%

Summary findings of the evaluation studies
HIV prevention
70. Documents reviewed included one systematic review of evaluations of
HIV/AIDS assistance, conducted by DANIDA in 2008 (see Box 7) 189. Evidence
from this study related particularly to HIV prevention topics and is summarised
in Table 5. The review drew some important conclusions about the nature of
HIV-related prevention evaluations supported by donors, namely:

189

Kovsted, J. and Schleimann, F. (2008) Synthesis of Evaluations of HIV/AIDS Assistance C8. This
synthesis covered a range of thematic areas and was classified as ‘other’.
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•
•
•
•
•
•
•
•
•
•

Almost all were based on a combination of desk reviews of the
available documentation, case studies/field visits and interviews with
key stakeholders.
Donor-supported evaluations usually did not establish the baseline
prior to intervention
Donor-supported evaluations usually did not collect primary data
Donor-supported evaluations usually did not include a control group to
assess programme effects
There were very few examples of peer-reviewed papers/processes.
Where these were available, they largely focused on small scale
projects and did not provide sufficient guide for scaling up efforts
Donor-supported evaluations usually failed to distinguish between
whether programme failure resulted from faulty design or poor
implementation
Donor-supported evaluations usually relied extensively and excessively
on use of case stories
Donor-supported evaluations rarely, if ever, had any focus on cost, cost
effectiveness and sustainability.
Donor-supported evaluations usually rarely, if ever, attempt to link
programme outputs to outcomes and impact.
Donor-supported evaluations tend to focus on very broad national
indicators. Although useful for documenting achievements in an easily
communicable manner, this approach ‘makes it virtually impossible to
assess and improve the effectiveness of the mix and size of the
programmes implemented.
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Table 5: Evidence from HIV-related evaluations as assessed by DANIDA synthesis in 2008: HIV prevention
Thematic Area

From donor-supported evaluations reviewed

Information
campaigns

No evidence beyond outputs, that is they increase
knowledge

School-based
prevention

UNICEF summary evaluation focused on outputs but said
little about changes in attitudes and behaviour

Out of school
youth
Condom
marketing

UNICEF – no solid base for comparing results; similar
from UNAIDS

Treatment of STIs

Not covered

VCT

No contribution – beyond qualitative assessment and/or
measurement of outputs

Male circumcision

PMTCT

Most evaluations, e.g. UNICEF review, describe outputs
without baseline or control group. No analyses of cost or
cost effectiveness. One exception was USAID evaluation
in South Africa. This included a control group and showed
that those receiving the services experienced greater
psychosocial well-being, had greater use of PMTCT
services, had better PMTCT outcomes and were linked to
health facilities for a longer period.

189

From other literature
Systematic review in 2006 ‘discouraging’. Limited information on outcome or
impact – due to weak or flawed design. No evidence on cost effectiveness.
Almost all programmes demonstrate improvements in knowledge, some a change
in attitudes and a few change in behaviour. More effect among younger children
and those not yet sexually active. Randomised evaluation in 2006 showed no
effect of teacher-based training on knowledge, attitudes, behaviour or rates of
teenage pregnancy. But reducing cost of education reduced school drop out, teen
marriage and childbearing. No evidence on cost effectiveness.

Similar to evidence for information campaigns. It is known that condoms are
effective but programme data largely limited to number of condoms distributed.
Conflicting results from Mwanza and Rakai. Consensus appears to be that
treatment of other sexually transmitted diseases under some circumstances can
be part of an effective preventive effort.
The effectiveness of interventions found to increase where information is
supplemented by skill building and counselling (such as use of condoms and safe
sex negotiations), where theory guides design, where several delivery methods
are used and where context and need for sustainability is taken into account.
These findings are, however, not directly applicable to a developing country
context given that the lack of and/or deficiencies of the health infrastructure in
these countries pose a significant barrier. A randomised trial conducted in
Tanzania, Kenya and Trinidad measured changes in self-reported sexual
behaviour following counselling. The results indicate that voluntary counselling and
testing is most effective when offered to couples and in high-prevalence settings.
The overall assessment emerging from the controlled trials is that VCT appear to
be able to reduce risky sexual behaviour among recipients, but that the effects of
stigma and deficient infrastructure on treatment seeking behaviour is unknown.
Highly-publicised clinical trials – controlled trials in Rakai and Kisumu showing
HIV-1 incidence lower in circumcised group.

Established value of ARVs in PMTCT stated. One study identified which
emphasises the needs for different steps to be followed for PMTCT. One study of
cost and cost effectiveness identified which reported that provision of ARVs for
PMTCT was more cost effective than provision of infant formula.
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Testing, counselling and disclosure
71. The documents reviewed included two reports of one randomised controlled trial,
four systematic reviews and one non-controlled study relating to HIV testing,
counselling and disclosure. The review identified two reports 190,191 of a
randomised trial across 52 districts of Senegal which compared different
methods of promoting HIV testing and counselling. One third of districts received
traditional social mobilisation methods, one third received peer mentoring and
one third received no intervention. The results were considered surprising in that
peer mentoring was not found to be more effective than traditional social
mobilisation methods overall. Rather, both peer mentoring and traditional social
mobilisation methods were found to be more effective with particular target
groups and for particular objectives (see Table 6). For example, peer mentoring
methods were more effective with women while traditional social mobilisation
methods were more effective with their male partners. However, neither method
resulted in increasing the number of people who tested HIV positive and
collected their results.
Table 6: Findings of randomised trial of different methods to promote HIV testing in
190,191
Senegal
Traditional social
mobilisation
Target groups

Men

Objective

Increased number of HIV
positive people receiving posttest counselling

Peer mentoring
Women
Increased number of people testing
Increased number of people receiving pre-test
counselling
Increased number of people picking up their HIV
test result
Increased number of HIV positive people
receiving post-test counselling

72. A systematic review, published in 2012 in the Lancet 192, comparing rapid, pointof-care HIV testing with oral specimens with whole blood specimens found
similar levels of specificity but slightly lower levels of sensitivity for the method
using oral specimens. Although positive predictive value (PPV) of the two
methods was similar in high prevalence settings, PPV was slightly lower for
methods using oral specimens in low prevalence settings. The authors advised
that these findings should be considered ‘when planning worldwide expanded
initiatives with this popular test’.
73. The European Centre for Disease Prevention and Control (ECDC) published two
systematic reviews relating to HIV testing and counselling in 2010 and 2011. The
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first 193 synthesised available evidence into guidance to increase uptake and
effectiveness of HIV testing in the European Union (See Box 11). The second 194
focused specified on HIV testing and counselling among migrant populations and
ethnic minorities (see p67).
Box 11: Evidence on HIV testing from ECDC systematic review (see ECDC, 2010)
Most of the evidence was from the United States but was considered relevant for Europe. It was
considered in three areas – the benefits of testing, the barriers to testing and strategies to promote
testing.
Benefits of testing included:
•
•
•

Benefits to the individual of early HIV diagnosis and treatment
Public health benefits of testing through behaviour change and reduced infectivity of people
on treatment
Reduced cost of treatment and care if HIV is diagnosed early

As a result of these benefits, routine, one-time HIV testing was found to be cost effective in the
United States and France, even in populations with low HIV prevalence. Cost effectiveness was
improved when secondary transmission benefits were taken into account and when those testing
positive were linked to treatment and care.
Barriers to HIV testing are well-documented in Europe, particularly among men who have sex with
men and Sub-Saharan African populations. Barriers exist at individual, institutional and healthcare
levels and include a lack of risk perception; fear and stigma around HIV and lack of knowledge
about HIV tests and HIV testing policies.
The review concluded that there was evidence that:
• Mass media campaigns have an impact on testing behaviour – most campaigns increase
numbers tested in the short term
• Normalising HIV testing results in reduced stigma and high levels of uptake and
acceptability
• Training health care providers increases testing rates, improves attitudes to conducting a
test and increases confidence to do so
• Replacing written informed consent with verbal consent increases uptake
• Brief pre-test information as opposed to full pre-test counselling is acceptable to patients
and results in increased offer and uptake of tests
• Brief post-test information can replace full post-test counselling for those testing negative
• Innovative ways of providing information, including use of printed information and video
technology, are acceptable in busy or poorly-resourced settings.
• Rapid/point-of-care tests increase uptake of testing and receipt of results
The review also identified gaps in knowledge including that there is:
•
•

Little information in Europe on testing in non-traditional settings, such as acute and primary
care settings; and prisons
Little information in Europe on the cost effectiveness of HIV testing
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74. A systematic review of HIV disclosure in diverse settings 195, published in the
American Journal of Public Health in 2011, found that:
•
•
•
•

•
•
•
•

Very few people keep their status completely secret
Disclosure tends to be iterative – disclosure to sexual partners is often
more difficult than to others
Disclosure tends to be higher in high-income countries, that is in
Europe and the United States
Gender shapes disclosure motivations and reactions. Women appear
to disclose and receive disclosure more frequently than men. However,
married and pregnant women encounter special difficulties with partner
disclosure.
There were relatively high rates of health workers disclosing people’s
HIV status without their consent
The meaning and process of disclosure differ across settings
Stigmatisation increases fear of disclosure
Ethical dilemmas resulting from competing values concerning
confidentiality influence the extent to which disclosure can be facilitated

75. The study concluded that structural changes, including making more services
available, could facilitate HIV disclosure as much as individual approaches and
counselling do.
76. Finally, a Population Council study 196 conducted in seven district-level hospitals
in Kenya demonstrated that it was feasible and acceptable to health care
workers to self-test for HIV. However, the study had significant limitations. It did
not demonstrate that self-testing increased the number of health workers having
HIV tests. Almost all of those self-testing (92%) had tested before. There was no
comparison group so it did not show that self-testing was more effective or more
cost-effective than other forms of HIV testing. It did not present any evidence
that self testing for HIV increased the number of HIV diagnoses or contributed to
earlier HIV diagnosis.
Treatment as prevention – Pre-exposure prophylaxis (PrEP)
77. The documents reviewed included one report of a randomised controlled trial,
relating to pre-exposure prophylaxis (PrEP). In 2011, the Partners PrEP study
announced 197 that pre-exposure prophylaxis among a group of 4,758 HIV
serodiscordant couples in nine sites in Kenya and Uganda had been shown to
be effective in preventing HIV transmission. As a result, the placebo arm of the
trial was discontinued. There were two treatment arms to the trial – tenofovir
(TDF) alone or in combination with emtricitabine (FTC/TDF). Those who
received TDF had an average of 62% fewer HIV infections and those who
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received FTC/TDF had 73% fewer HIV infections than those who received
placebo. The differences between the efficacy of the two treatment arms were
not significant although that issue continues to be studied. The authors
concluded that:
•
•
•
•

Pre-exposure prophylaxis (PrEP) is an important strategy to prevent
HIV infection
The Partners PrEP study found high safety and significant efficacy of
both TDF and FTC/TDF in reducing HIV acquisition risk in heterosexual
African men and women.
Both TDF and FTC/TDF PrEP significantly reduced HIV risk.
PrEP offers an urgently needed and highly effective tool for HIV
prevention.

Male circumcision
78. Documents reviewed included a report of a round table meeting on male
circumcision in 2008 organised by the Forum for Collaborative HIV Research,
the Gates Foundation, WHO and UNAIDS 198. Overall, it concluded that:
•
•
•
•

Male circumcision is cost-effective in high prevalence settings and may
be cost-saving
Male circumcision shows a positive indirect impact on women at the
population level due to the lowered prevalence of male HIV infection, if
at least 5% of the male population is circumcised
Behavioural risk compensation among circumcised men does not
outweigh the benefits of male circumcision at the population level
Early post-operative resumption of sexual activity has a small effect at
the population level, though the effect on the individual level may
increase the risk of HIV acquisition or transmission and does delay
wound healing

79. The report also summarises results of individual studies (see Box 12).
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Box 12: Evidence on male circumcision from individual studies (see Forum for Collaborative
HIV Research et al., 2008)
The Universities of Nairobi, Illinois, and Manitoba (UNIM) trial is continuing. Approximately 1,700
young men are still enrolled in the post-trial cohort, and they are being tested for HIV and STIs every
6 months. The study also includes a behavioural questionnaire and the young men will receive
counselling. Preliminary results from the 42-month follow-up show a protective effect of male
circumcision that increases over time.
In South Africa, the Orange Farm phase 4 study, has been underway since 2007. This is an
implementation strategy study. The goal is to offer free and safe male circumcision to 40,000 men
over two years. Results from the baseline analysis of the study have already been analysed.
The Rakai site in Uganda encompasses four research areas: epidemiological, clinical, operational
and basic science. To date, Rakai has 3 years of follow up data available. These preliminary results
indicate a reduced acquisition of HSV-2 among circumcised men. The results also confirm the
increasing efficacy of male circumcision over time. The incidence of HIV infection per 100 patientyears among circumcised men is 1.2 between months 0-6 post-circumcision; 0.4 between months 612; 0.3 between months 12-24 and 0.0 between months 24-36 post circumcision. The incidence of
HIV infection per 100 patient-years among uncircumcised men in the control group ranges between
1.2 and 1.8 during the same time periods. Adverse events and time required for surgery decrease
as the number of surgeries increases. Adverse events were higher among those who initiated sex
before healing was certified. Male circumcision provides benefits to women including significant
reductions in genital ulcer disease, trichomonas, bacterial vaginosis and severe bacterial vaginosis.

Cash transfers
80. Documents reviewed included five reports of two randomised controlled trials of
cash transfers in Malawi.
81. Two of the reports 199,200 relate to an impact evaluation of the Mchinji Social Cash
Transfer Pilot Scheme conducted in 2007/8. This evaluation used a randomised
cluster design in which four villages were allocated to the intervention group and
four were allocated to a control group. Data was collected from 374 households
in the intervention groups and from 393 households in the control group.
Baseline data was collected in March 2007 and follow-up data in March 2008.
These reports focus largely on the extent to which this scheme represents an
effective social protection mechanism.
82. The remaining three reports 201,202,203relate to a two year randomised experiment
which recruited 3,821 young women in 176 intervention areas. This experiment
sought to test the effect of various forms of cash transfer on HIV incidence
among the young women. Findings of this study are summarised in Box 13.
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Box 13: Evidence on cash transfers from randomised experiment in Malawi (see Ozler,
undated; anonymous, undated; and Baird et al., 2011)
Eighteen months after the programme began, the HIV prevalence among programme beneficiaries
was 60% lower than among the control group. Similar effects were seen in HSV-2 prevalence. There
was no significant difference in HIV or HSV-2 prevalence between those offered conditional or
unconditional payments.
However, conditional cash transfers were more effective than unconditional cash transfers in
increasing school enrolment rates, in improving regular school attendance and in increasing English
reading comprehension. However, unconditional cash transfers were more effective than conditional
cash transfers in reducing teenage pregnancy and marriage rates.

Condom programmes
83. Documents reviewed included two reports of evaluations of 100% condom
programmes. The first of these was conducted in 2000 in Thailand and was
essentially a ‘classic’ project/programme evaluation 204. The second was
conducted in 2007 in Indonesia and essentially used two contiguous districts as
comparative case studies 205. Most of the conclusions drawn from these studies
are focused on processes, i.e. how the programmes worked. However, the
evaluations clearly imply that the programmes did work. In the case of Thailand,
direct claims are made that the programme resulted in high rates of condom use
in commercial sex and in reduced incidence of STIs. However, there are
significant issues with these claims:
•

First, both studies lack a rigorous counterfactual 206. As a result, it is not
possible to state that an observed change occurred because of the
intervention. A plausible case for this could perhaps be made but this
argument is not made very explicitly in these studies.

•

Second, the assumption is made that certain observed changes, e.g.
increasing condom use, reduced STI incidence will lead to/is linked to
reduced HIV incidence, i.e. these measures are being used as ‘proxies’
of HIV incidence. However, this is based on assumption and no
evidence is provided that this is the case.

84. These issues of weak/missing counterfactual and use of flawed proxy indicators
for HIV incidence have undermined many HIV prevention-related evaluations.
For this reason, they are highlighted here. Rigorous evaluations of the
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effectiveness of HIV prevention interventions require a rigorous counterfactual
and biological measures of HIV incidence as indicators of impact.
Behaviour change
85. Documents reviewed included a report from the Global HIV Prevention Working
Group in 2008 focused on (re)considerations of behaviour change and HIV
prevention for the 21st century207. Essentially, this is an evidenced opinion piece
produced by an expert group. It is relatively light on evidence and does not
clearly describe the method followed. In some places, the analysis is flawed, for
example, when evidence of increasing condom use is presented as evidence of
effectiveness in reducing HIV incidence in the absence of confirmatory biological
evidence. However, one important strength of the paper is in advocating for a
range of evaluative methods to answer questions related to HIV prevention that
cannot be answered solely through experimental methods. One example the
paper provides of such questions relates to trying to understand the key success
factors in countries which are recognised as having been successful in their HIV
prevention efforts, e.g. Australia, Senegal and Uganda. However, the paper is
not very clear in explaining what those alternative methods are or how they
would be used.
Targeted programmes for key populations
86. Documents reviewed included a number related to programmes for key
populations, in general, and specific key populations, in particular. In some
cases, these studies have a focus that goes beyond HIV prevention only.
However, all documents related to key populations are considered here
regardless of whether or not they include a focus on other elements of the HIV
response, e.g. treatment, care and support. Many do have a strong focus on HIV
prevention among key populations.
87. There was one report of a modelling study, published in BMC Public Health in
2011, which considered the impact of targeted interventions on the heterosexual
transmission of HIV in four southern states of India 208. Essentially, this study
created a mathematical model to compare the number of condoms distributed to
sex workers with the estimated need, to create a measure of programme
intensity and then mapped this against trends in HIV prevalence. Increasing
programme intensity was associated with increasing condom use and reduced
STI and HIV prevalence among sex workers and young women attending
antenatal clinics. There was also one evaluation of a UNODC project working
among vulnerable populations in Central Asia and Azerbaijan 209.
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People who inject drugs
88. The largest number of documents (n=14) in this review relating to a specific key
population related to people who inject drugs. These included one systematic
review; a modelling study; a collection of country case studies; seven ‘classic’
programme/project evaluations; and four literature reviews.
89. The systematic review and two of the literature reviews focused on reviewing
and presenting evidence of the effectiveness of HIV prevention programmes
among people who inject drugs. The systematic review 210 was conducted in the
UK following NICE protocols in 2008 and focused specifically on the
effectiveness and cost-effectiveness of needle and syringe programmes. The
two literature reviews were conducted in 2004 and 2010. The 2004 review 211,
conducted by WHO, focused on reviewing the effectiveness of sterile needle and
syringe programming. The 2010 review 212 was focused on ‘core interventions’
and was focused on strengthening US support for these. Conclusions of these
three reviews are summarised in Box 14.
Box 14: Evidence on HIV prevention programmes for people who inject drugs from one
systematic review and two literature reviews (see Jones et al., 2008; WHO, 2004; and Needle
and Zhao, 2010)
The UK-based systematic review (Jones et al., 2008) concluded that there was good evidence that
needle and syringe programmes reduce injecting risk behaviour among injecting drug users,
including self-reported sharing of needles and syringes and frequency of injection. The review was
less clear on the evidence for needle and syringe programmes reducing HIV incidence. Two reviews
concluded that the evidence for this was ‘good’ while one concluded that the evidence was ‘less
than robust’. Two reviews also concluded that the evidence for needle and syringe programmes
reducing HCV infection among injecting drug users was less than for HIV infection.
The literature reviews were both less equivocal in their assessment of the evidence for the effect of
needle and syringe programmes on HIV infection. The WHO review (WHO, 2004) concluded that
there was ‘compelling’ evidence that needle and syringe programmes reduce HIV infection
‘substantially’. It also concluded that:
•
•
•
•
•
•
•

There is no evidence of any major, unintended consequences
Needle and syringe programmes are cost-effective
Needle and syringe programmes have benefits in addition to HIV prevention including
increasing recruitment to drug treatment programmes
Bleach and other forms of disinfectant are not well-evidenced
Pharmacies and vending machines increase the availability and probably the utilisation of
sterile needles and syringes
Injecting paraphernalia legislation is a barrier to effective HIV control
Needles and syringe programmes are not sufficient alone to prevent HIV transmission
among people who inject drugs

The 2010 literature review (Needle and Zhao, 2010) also concluded that the evidence was
‘overwhelming’ that needle and syringe programmes and medically-assisted treatment are both
highly effective in preventing spread of HIV among injecting drug users.
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90. A 2011 study213 used existing data, ecological analysis and mathematical
modelling to evaluate the impact of harm reduction programmes for both
injecting drug users and sex workers (see p64) on HIV infection in Vietnam.
Harm reduction services included the provision of free needles, syringes and
condoms and peer-based education activities. The evaluation demonstrated a
strong link between good programme coverage for injecting drugs users and
stable or declining HIV prevalence among injecting drugs users. This link was
weaker for programmes for sex workers. The modelling aspect of the study
estimated that scaled up harm reduction programmes could reduce new HIV
infections among injecting drug users by more than 50% and among sex workers
by more than 20%.
91. In 2009, WHO compiled a series of comparative country case studies focused on
assessing compulsory treatment of people who use drugs in Cambodia, China,
Malaysia and Vietnam 214. It finds that these centres lack effective drug treatment
services. They also lack HIV prevention or care services. It concludes that
people who use drugs are at risk in these settings. However, little evidence is
presented to support these claims. Rather, the document is framed in terms of
human rights principles. It has the tone of an advocacy piece rather than an
independent evaluation.
92. Of the seven ‘classic’ programme/project evaluations identified, six of them
related
to
UNODC-supported
programmes
in
countries
or
regions 215,216,217,218,219,220. The other one was an evaluation of legal and policy
concerns for injecting drug users in South Asian Association for Regional
Cooperation (SAARC) countries 221. The findings, conclusions and
recommendations for these evaluations are largely focused on the specific
projects and contexts evaluated.
93. The review also identified two other literature reviews. One focused on
assessing best practices in harm reduction programmes in the civilian and prison
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sectors of the Russian Federation 222. The findings, conclusions and
recommendations for this evaluation are largely focused on the specific context
of the Russian Federation. The other, in 2010 focused on assessing the
vulnerability and resilience of children of injecting drug users and female sex
workers (see p64) and family-centred models of care for them in low and middleincome countries 223. This review explicitly stated that it was descriptive and not
evaluative.
94. The six UNODC evaluations215,216,217,218,219,220 and the literature review in the
Russian Federation222 include a focus on prison/custodial settings. In addition,
the review identified a Canadian literature review of international evidence and
experience of prison needle exchange 224. This literature review was
supplemented with four country visits. This review was conducted by the
Canadian HIV/AIDS Legal Network and the report has a strong advocacy tone.
For example, the first summary point is based on a human rights perspective
and argues for prisoners’ right to health. The review concludes that needle
exchange programmes are an effective harm reduction measure and that
experience shows that such programmes in prison:
•
•
•
•
•
•

Do not endanger staff or prisoner safety, and in fact, make prisons
safer places to live and work
Do not increase drug consumption or injecting
Reduce risk behaviour and disease, including HIV and HCV,
transmission
Have other positive outcomes for the health of prisoners
Have been effective in a wide range of prisons
Have successfully employed different methods of needle distribution to
meet the needs of staff and prisoners in a range of prisons.

Men who have sex with men
95. Documents reviewed included a systematic review and a series of country case
studies related to HIV programmes among men who have sex with men. The
systematic review was conducted by ECDC in 2009 and focused on the
effectiveness of behavioural and psychosocial HIV/STI prevention interventions
for men who have sex with men in Europe 225. This review identified six relevant
controlled studies in four countries. However, all were considered to have a high
or unclear risk of bias, and only one used a biological measure of STI as an
indicator of change. Very few study participants were from a ‘non-white
background’. Although the review concluded that there was some evidence of a
short term reduction in the proportion of men who have sex with men reporting
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unprotected anal intercourse, the main conclusion of the review was that
‘rigorous outcome evaluations of any form of behavioural HIV/STI intervention for
MSM in Europe are far and few between. There is an overall deficit in outcome
evaluations of interventions aimed at reducing HIV/STI risk behaviour among
MSM in Europe.’
96. In 2010, the International HIV/AIDS Alliance in Ukraine produced a document
which featured case studies from eight Eastern European countries 226. These
sought to document the HIV situation facing men who have sex with men in
those countries and examples of best practice responses. Most of the document
focuses on describing the HIV-related situation facing men who have sex with
men in the countries of the region. However, it does describe the types of HIVrelated activities that are provided for men who have sex with men. But it
concludes that ‘reviews and evaluations of MSM programs are uncommon.
There is insufficient available data to come to conclusions regarding the quality
of MSM prevention programs, although most key informants are of the view that
there is room for significant improvement. There is no consensus at either the
regional or national level as to what should constitute a comprehensive package
of services for MSM, nor a clear definition of what those services actually are.’
Sex workers
97. Documents reviewed included one randomised controlled trial, one modelling
study and two literature reviews related to HIV programmes among sex workers.
The randomised controlled trial was conducted in Armenia and was published in
AIDS Behaviour 2010 227. This study, among 120 sex workers, demonstrated that
a single, 2-hour, face-to-face session implemented by a trained health educator
resulted in more consistent condom use with clients as reported by sex workers
and more sex workers reporting applying condoms on clients. The main
limitation of this study is that the measured end point is self-reported condom
use and not a biological measure of HIV transmission.
98. The modelling study was conducted in India and was published in Sexually
Transmitted Infections in 2011 228. It focused on assessing the cost-effectiveness
of targeted HIV prevention interventions for female sex workers in India. The
benefit measures used were HIV infections averted and disability-adjusted life
years (DALYs). The study concluded that targeted interventions for female sex
workers result in a reduction of 47% (1.6 million) prevalent and 36% (2.7 million)
cumulative HIV cases, respectively, in 2015. Interventions targeted at female sex
workers were calculated as costing US$105.5 per HIV case averted and
US$10.9 per DALY. The study concluded that targeted interventions are a costeffective strategy for India currently.
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99. One of the literature reviews in 2010 focused on assessing the vulnerability and
resilience of children of injecting drug users (p61) and female sex workers and
family-centred models of care for them in low and middle-income countries 229.
This review explicitly stated that it was descriptive and not evaluative. The other
literature review was produced by WHO in 2011 and focused on preventing HIV
among sex workers in Sub-Saharan Africa 230. Its conclusions are summarised in
Box 15.
Box 15: Evidence on HIV prevention programmes for sex workers from one literature review
(WHO, 2011)
The WHO literature review concludes that services must be seen in the context of the UNAIDS three
pillars of an effective, evidence-informed response to HIV and sex work:
1. Assure universal access to comprehensive HIV prevention, treatment, care and support.
2. Build supportive environments, strengthen partnerships and expand choices.
3. Reduce vulnerability and address structural issues.
The ‘evidence’ for this is a UNAIDS guidance note on HIV and sex work produced in 2009.
The review then identifies three types of intervention:
1. Interventions for preventing HIV acquisition in female sex workers – these are divided into
three types:
a. Reducing the demand for unprotected sex particularly through correct, consistent condom use
– evidence is presented from two systematic reviews and three other studies that targeted
HIV prevention programmes for sex workers result in increased condom use. In one of these
studies, increased condom use was associated with reduced STI and HIV prevalence.
Evidence is also presented from a randomised trial that adding clinic-based counselling to
peer education reduces STI prevalence. Reference is also made to two long-term studies
which showed declining high-risk behaviour and HIV incidence among Kenyan sex workers.
The explanation for this is said to ‘possibly’ be ‘the ongoing risk-reduction counselling
provided as part of study activities.’ A study from Senegal is cited that provides evidence that
condom promotion among sex workers results in increased condom use with their (regular?)
partner. A study is cited which is said to demonstrate the effectiveness of alcohol-control
measures in the context of addressing issues which undermine effective condom use.
b. Reducing HIV transmission by diagnosing and treating STIs. Three studies are cited which
report reduced STI and HIV incidence among sex workers. Another study is cited which
reported a reduction in the per-act rate of HIV acquisition and argued that this ‘may represent
the impact of improved prevention and treatment of STIs, among other factors.’ One South
African project is cited as having developed innovative ways of providing STI treatment to sex
workers.
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Box 15 (continued): Evidence on HIV prevention programmes for sex workers from one
literature review (WHO, 2011)
c. Empowering sex workers through:
i.

Sex work networks and organisations – a Nigerian study describing these is presented

ii.

Information, education and communication (IEC) – three studies showing low HIV-related
knowledge among sex workers are cited. One of these studies, in Kenya, demonstrated
that peer education improved STI-related knowledge. One Ghanaian study is cited which
demonstrated a link between HIV knowledge and condom use among sex workers.
Studies are cited which provide examples of IEC materials and guidance on the form
these should take.

iii.

Voluntary HIV testing and counselling – evidence on the value of HIV testing and
counselling specifically for sex workers is limited. Two studies showed that sex workers
who know they are HIV positive curtailed their sex work activities, had less unprotected
sex and reduced drug use (in the US) and reported fewer sexual partners and higher
condom use (in Kenya). In one Ghanaian study, almost half of the sex workers who knew
their HIV status had been tested when pregnant.

iv.

Increasing skills for condom negotiation, client refusal and creating a safer workplace – a
study from South Africa is cited as showing that an intervention to enhance skills,
increase self-efficacy and empower sex workers who used drugs resulted in a decrease
in substance use and STI symptoms.

v.

Prevention of gender-based violence – three studies are cited as providing evidence of
police harassment of sex workers.

2. Treatment, prevention and care for sex workers living with HIV – one study detailing the
problems facing HIV positive sex workers is cited. Other comments and conclusions in this
section are unevidenced.
3. Prevention of HIV among clients of sex workers – four studies are cited which provide
evidence of the HIV risk to men of having sex with a female sex worker. A Kenyan study which
documented men’s negative attitudes to condoms is cited. Truckers are reported to have high
rates of buying sex from a sex worker. Studies with truckers are cited which show:
• Increased condom use and reduced demand for sex without a condom in Senegal
• Reduced STI incidence in Kenya
• Increased condom use in Burkina Faso
A project which has found innovative ways of reaching clients of sex workers in Senegal is cited.
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Migrant populations and ethnic minorities
100. Documents reviewed included one systematic review related to HIV testing
and counselling (see p53) among migrant populations and ethnic minorities in
Europe 231. However, although this study identified more than 30 relevant
studies, most of these were qualitative in nature. As a result, the review is largely
descriptive in nature with little or no empirical evidence, e.g. of any studies of
which strategies are most effective in promoting HIV testing and counselling
among migrant populations and ethnic minorities.
101. In addition, the documents reviewed included a ‘classic’ project evaluation of
the Partnership on HIV/AIDS and Mobility in Southern Africa (PHAMSA) 232
Prevention of mother to child transmission (PMTCT)
102. This review identified a substantial number (n=14) of documents relating to
PMTCT. These included two non-randomised controlled trials, one systematic
review, four uncontrolled/qualitative studies, four ‘classic’ project/programme
evaluations and three expert opinions/meeting reports.
103. In 2010, an expert panel reported on PMTCT to the US Congress and Global
AIDS Coordinator 233. This recommended four ‘prongs’ to PMTCT services:
•
•
•
•

Prevention of HIV among women of childbearing age
Prevention of unintended pregnancies among women living with HIV
Prevention of transmission of HIV from mothers living with HIV to their
infants
Treatment, care and support for mothers living with HIV, their children
and families

104. The panel recommended addressing the third and fourth prongs through a
PMTCT cascade consisting of:
•
•
•
•
•

Antenatal care attendance
HIV counselling and testing with same day return of results to the
woman
Determination of eligibility for HIV treatment through CD4 count
assessment (or less optimally, through clinical staging) with rapid
return of results to the woman and her provider
Provision of antiretroviral therapy for women who require therapy for
their own health and antiretroviral prophylaxis to prevent mother-tochild transmission to women who do not yet require therapy
Adherence to HIV treatment or prophylactic regimens as medically
appropriate
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•
•
•
•
•

Safe labour and delivery services
Timely provision of HIV prophylactic regimens and cotrimoxazole for
the infant
Safe feeding practices for the infant
Early follow-up HIV testing for the infant with rapid initiation of
antiretroviral treatment for those who are infected, and testing to
determine final HIV status in breastfed infants
Ongoing, clinical, psychological and social care, support and
monitoring for the mother, infant and family

105. The panel also commented on the contentious issue of safe feeding practices
for the infant stating that ‘risk of mother-to-child transmission of HIV does not
end at birth but continues for as long as the infant is breastfeeding. Women
may not be able to reliably access appropriate infant formula or the clean water
needed to prepare it. Even if this can be accomplished, breastfeeding is often
the cultural norm, and formula feeding may draw scrutiny from friends and
family, potentially exposing the woman to stigma and discrimination, and
leading to formula feeding in private and breastfeeding in public. This ‘mixed’
feeding of part breast milk and part formula has been shown to present the
greatest risk for HIV transmission. Additionally, if formula feeding is interrupted
due to inadequate supply of formula or compromised by use of unsafe water for
preparation, infants are at extremely high risk for morbidity and mortality from
other causes, such as diarrhoea and malnutrition, thus defeating the ultimate
goal of HIV-free infant survival. For these reasons, WHO infant feeding
guidelines for HIV-positive women have recommended exclusive breastfeeding
for all women unless specific criteria for formula feeding can be met specifically formula feeding must be ‘AFASS’ (affordable, feasible, acceptable,
safe and sustainable). This conditional approach has been extremely difficult to
implement and has resulted in tremendous confusion among health care
workers and mothers and likely contributed to ongoing transmission during
breastfeeding. Given recent clinical trial results demonstrating that provision of
antiretroviral drugs to the breastfeeding infant or lactating mother can
significantly decrease breast milk transmission, WHO now recommends that
countries develop a national plan for feeding guidance for all infants of HIVpositive women that should include a comprehensive approach to health care
access. If breastfeeding is chosen for national guidelines, exclusive
breastfeeding for 6 months followed by continued breastfeeding with
appropriate complementary feeding through age 12 months accompanied by
antiretroviral prophylaxis of the infant or mother to prevent breast milk HIV
transmission is recommended.’
106. In 2010, a systematic review was conducted of HIV- free survival by feeding
practice 234. This also looked for evidence of death from other causes, such as
infectious diseases and malnutrition. Although the data available to answer
these questions was considered of moderate to low quality, the review
concluded that there was:
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•
•
•

moderate quality evidence to support exclusive breastfeeding up to 6
months compared to replacement feeding or mixed feeding
low to very low grade evidence to support continued breastfeeding for
6 to12 months and 12 to 24 months respectively
moderate quality evidence that abrupt cessation of breastfeeding or
weaning had adverse health outcomes in terms of morbidity and
mortality between 12 to 24 months of life

107. The review concluded that ‘the significance of these findings should be
considered alongside the evidence on antiretroviral interventions to reduce
postnatal transmission of HIV.... These interventions have been shown to
reduce postnatal transmission of HIV to the infant...’
108. The documents reviewed for this synthesis analysis include a report of a
study 235 conducted by Population Council of how well counselling promoted
good infant feeding practices in Kenya and Zambia 236.
109. Two studies present evidence of factors contributing to success of PMTCT
activities. A non-controlled study from Rwanda 237, published in the Journal of
the International AIDS Society, using regression analysis of data from a
national household survey, reported that being a member of an association of
people living with HIV improved by 30% HIV-free survival among children. A
non-randomised controlled study conducted by Population Council in Kenya 238
examined the benefits of community-based activities for PMTCT. However,
both these studies have significant methodological weaknesses (see Table 3,
p33 and Annex 1, p93) so findings and conclusions should be interpreted with
extreme caution.
110. Seven studies evaluated specific PMTCT programmes using a range of different
methods 239. These included UN pilot projects 240 and programmes in
Indonesia 241, Moldova 242, the Philippines243, Russia 244, Rwanda 245 and
235
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Ukraine 246. These evaluations include a wide range of conclusions and
recommendations on how to improve delivery of PMTCT services, particularly of
the specific programmes evaluated. In addition, the Ukrainian birth cohort study,
published in BMC Infectious Diseases, comments that ‘we have explored the
effectiveness of the Ukraine PMTCT programme in operational settings’ and
concludes that ‘data from our study not only provide valuable information for the
evaluation and strengthening of Ukraine's PMTCT programme, but also for the
ongoing development of strategies for prevention of HIV infection in infants
elsewhere in Eastern Europe and Central Asia. The experience in Ukraine
highlights that it is possible for a lower income country to make a substantial
impact on MTCT (in this case, halving of the MTCT rate in only five years) and
underscores the appropriateness of the public health approach to prevention of
HIV infections in infants recommended by WHO.’
111. Finally, in 2009, UNICEF, WHO, UNAIDS and the Vanderbilt School of
Medicine held a consultative meeting on evaluating the impact of PMTCT
services in low- and middle-income countries 247. In addition, in 2010, EGPAF
and WHO published a collection of abstracts related to HIV care and PMTCT in
resource-limited settings 248. These are not considered further in this review.
Role of alcohol in HIV transmission
112. Documents reviewed included one qualitative study of the role of alcohol
consumption on sexual partners and HIV transmission in Namibia 249. However,
this was largely a descriptive observational study which did not appear to
answer questions such as does alcohol consumption drive HIV transmission
and do programmes to counter alcohol consumption reduce HIV transmission?
The study does make a number of recommendations for areas on which
programmes could focus:
•
•
•
•

Reducing concurrent sexual partnering and partner turnover
Reducing alcohol consumption to reduce sexual behaviour while
drinking
Changing alcohol consumption patterns
Addressing the exchange of sex for alcohol or gifts
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•
•

Eliminating minors in bars
Increasing availability and use of condoms

HIV prevention projects and national programmes
113. Documents reviewed included five reports of evaluations of specific HIV
prevention projects/ programmes including:
•

Project evaluations of the Avahan project in India 250,251, the Bashy Bus
in Jamaica 252 and the Partnership on HIV/AIDS and Mobility in
Southern Africa (PHAMSA) 253

•

Evaluations of the national HIV prevention programme in Moldova 254

114. These included one uncontrolled/qualitative study; three ‘classic’
programme/project evaluations; and one literature review. In some cases, e.g.
descriptions of Avahan, the project evaluations closely resembled project
descriptions/promotional materials.
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Treatment
115. Documents reviewed included one systematic review of evaluations of
HIV/AIDS assistance, conducted by DANIDA in 2008 (see Box 7) 255. Evidence
from this study related to HIV treatment topics is summarised in Table 7.
Table 7: Evidence from HIV-related evaluations as assessed by DANIDA synthesis in 2008: HIV
255
treatment

Thematic Area

From donorsupported
evaluations
reviewed

From other literature

First documented effective in 1996. Scale up to developing countries
from 1999. Evidence and evaluations for rapid ART scale-up ‘fairly
limited’. Based on small pilot projects. Some studies questioned cost
effectiveness. But, strong public and political pressure. Dearth of
peer-reviewed evaluations. Evidence of:
•
•

ART

Dearth of donor
evaluations.

•
•
•
•

Increasing numbers receiving treatment
High levels of adherence in small-scale projects – factors
affecting adherence identified including costs; time spent;
side effects; stigma; lack of quality counselling and
community support
Emergence of ARV resistance
Fears about increasing risk behaviour among people on
ART not realised
Treatment lowering viral load and therefore reducing HIV
transmission
Reduced mortality among people on ART

Concerns raised about cost and cost effectiveness; pressure on
human resources and diversion from other services; sustainability;
equity and gender balance.
Opportunistic
infections

Not covered

Palliative
treatment

Not covered

National strategies absent. Services needed. Hospice and home
palliative cares improve patient outcomes but concerns about
efficiency and equity. Most evidence is from developed countries.

Home-based
care

Not covered

Nothing identified.

Antiretroviral therapy – effects, cost effectiveness and method of delivery
116. Documents reviewed included two uncontrolled studies and two nonrandomised controlled studies focused on the effects of ART. A prospective
cohort study, published in PLoS ONE in 2011 256, showed that HIV positive
children in rural Zambia achieved good virologic and immunologic outcomes on
ART. Children with longer travel times, those taking nevirapine at ART initiation,
and those who were non-adherent, were less likely to achieve virologic
suppression after 6 months of ART. Another report, published in BMC
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Infectious Diseases 257, from the same cohort showed that children’s height and
weight both increase on ART.
117. Non-randomised, controlled studies from Kenya demonstrate the broader
effects and benefits of ART. A study258, which compared longitudinal household
survey data from the intervention group with cross-sectional data from a
representative national survey, concluded that ART for HIV positive children not
only had nutritional benefits, e.g. increased weight, but it also increased weekly
hours of school attendance by 20%. An earlier study from the same authors 259
showed that, within six months, those receiving ART had a 20% increased
chance of participating in the labour force and a 35% increase in weekly hours
worked.
118. Documents reviewed included two costing studies and one modelling exercise
related to the costs and cost effectiveness of ART. A study measuring the cost
of providing ART at 43 PEPFAR-supported sites was published in AIDS in
2011 260. This showed that ART costs varied widely across countries but median
annual economic cost was US$202 for pre-ART patients and US$880 for ART
patients. Costs were 15-20% higher for new clients compared to established
clients. Costs were reduced as treatment sites matured with a 49% reduction in
costs between the first and second six months of operation, with a further 30%
reduction in costs the following year. The other costing study developed an
approach to costing ART and applied it in one setting 261. An assessment of the
cost effectiveness of ART in Côte d’Ivoire was published in the New England
Journal of Medicine in 2006 262. This concluded that ‘the incremental cost per
year of life gained was US$240 263 for prophylaxis alone, US$620 for
antiretroviral therapy and prophylaxis without CD4 testing, and US$1,180 for
antiretroviral therapy and prophylaxis with CD4 testing, each compared with the
next least expensive strategy. None of the strategies that used antiretroviral
therapy alone were as cost-effective as those that also used trimethoprim–
sulfamethoxazole prophylaxis.’
119. Documents reviewed included one randomised controlled trial and one study
based on country-reported data relating to methods of ART delivery. The
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randomised controlled trial, published in the Lancet in 2009 264, demonstrated
that home-based delivery of ART in Uganda produced equivalent results to
facility-based services. A study, based on country reports from the Asia Pacific
region, was published in AIDS in 2010 265. This documented the increase in
number of people receiving ART in the countries of the region and concluded
that ‘to improve treatment outcomes, national programs should focus on earlier
identification of persons requiring ART, decentralization of ART services, and
the development of stronger healthcare systems to support the provision of a
continuum of HIV care.’
120. Documents reviewed included two systematic reviews of task shifting published
in Human Resources for Health in 2010 266 and 2011 267. These concluded that
shifting tasks, such as ART initiation and monitoring, from doctors to nurses is
an effective and efficient solution to the issue of shortages of human resources
in many settings where ART is required. Specifically, these studies showed that
task shifting increased access to ART, was cost effective and provided equal or
better quality of care. Studies reviewed had mixed results on the level of
physician/non-physician clinical decision agreement. But, in most studies the
level of such agreement was good. However, progress in implementing task
shifting has been relatively slow because of quality and safety concerns;
professional and institutional resistance and the need to sustain motivation and
performance. These two studies are cited elsewhere in this report (p46) as
examples of studies with a strong focus on efficiency.
121. Documents reviewed included one non-randomised controlled study of the
National Nigerian ART Training Programme published in Journal of Social
Aspects of HIV/AIDS in 2006 268. However, concerns about the methods used
(see Table 3) mean that the findings and conclusions of this study should be
interpreted with extreme caution.
Antiretroviral therapy – laboratory monitoring
122. Documents reviewed included one randomised controlled study and one nonrandomised controlled study focused on laboratory monitoring of people living
with HIV on ART. The randomised controlled trial, published in the British
264
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Medical Journal in 2011 269, compared monitoring ART through clinical means
only; through clinical means with CD4 count; and through clinical means, CD4
count and viral load in Uganda. The study showed that the rate of new AIDS
defining events or death was higher in the clinical arm than in either of the arms
with laboratory monitoring. There was no significant difference between the two
arms with laboratory monitoring.
123. The non-randomised controlled trial, published in Clinical Infectious Diseases in
2009, compared viral load testing using dried blood spot (DBS) with plasma
assay 270. The study found that the correlation between plasma and DBS viral
load was strong. It concluded that the use of DBS can simplify virological
monitoring in resource-limited settings.
Antiretroviral therapy – adherence
124. Documents reviewed included four uncontrolled studies, one literature review
and one meeting report focused on issues of ART adherence. One of the
uncontrolled studies, published in BMC Public Health in 2011 271, analysed
barriers to ART adherence in rural Mozambique. This focused on the
perspectives of health care workers and community participants. It concluded
that:
•
•
•

Barriers identified by community participants included lack of
confidentiality and poor treatment by hospital staff; doubts as to the
benefits of ART; and sharing medications with family members.
Men expressed greater concern than women about poor treatment by
health care workers.
Health care workers blamed patient preference for traditional medicine
and the side effects of medication for poor adherence.

125. Two studies examined risk factors for non-adherence. A longitudinal study in
Nigeria, published in PLoS ONE in 2010 272, used pharmacy refill records to
assess loss to follow-up and poor ART adherence. Factors associated with loss
to follow up and poor adherence are illustrated in Table 8. A cross-sectional
study in Rwanda 273 assessed adherence using a) patient 3-day recall, b)
269
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patient 30-day recall, c) CD4 change, and d) viral load. Commonest reasons for
non-adherence included forgetfulness, being away from home and not having
food.
Table 8: Factors associated with loss to follow-up and poor adherence to ART in Nigeria
Loss to follow-up (LTFU)

272

Poor adherence

Gender – men more likely to be LTFU

Age – those <35 more likely to have poor adherence

Education level – those with primary
education only more likely to be LTFU

Travel time > 2 hours associated with poor adherence

Type of regimen – those with tenofovir
or zidovudine less likely to be LTFU
Baseline CD4 count <100 or >350
associated with higher risk of LTFU

ART duration > 6 months associated with poor adherence
Baseline CD4 count >200 associated with poor adherence
Type of regimen – those with tenofovir better adherence
Disclosure to family member – results in better adherence

126. One study of 111 facilities across Africa, Asia and Latin America, published in
PLoS Med in 2011 274, sought to define the optimal definition for ‘lost to follow
up’. ‘False positives’ were defined as people who would have been defined as
lost to follow up who attended for care in the following 12 months. ‘False
negatives’ were defined as people who would not have been defined as lost to
follow up but who did not attend for care in the following 12 months. Based on
this analysis, the study recommended that lost to follow up be defined as not
having attended for care in a period of 180 days from last clinic visit.
127. The method for the literature review 275 of ART adherence was poorlydescribed. As a result, it borders on being an opinion piece. It does contain a
table of clinic-based strategies for promoting adherence. However, some of this
is quite specific to a US or European context, e.g. ‘store medications by the
coffee maker’. There is a regular international conference on HIV treatment and
prevention adherence. This review captured the list of poster abstracts 276 for
the 6th such conference in 2011.
Adherence among adolescents
128. In addition, three uncontrolled studies focusing on specific issues relating to
ART adherence among adolescents were identified. In 2003, a study was
published in Archives of Pediatrics and Adolescent Medicine focused on
identifying to barriers to ART adherence among adolescents in the US 277. The
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two main barriers identified were medication-related adverse effects and
complications in day-to-day routines. In 2009, a similar study among US youth,
published in AIDS Patient Care and STDs 278 found that low levels of adherence
self-efficacy 279 and outcome expectancy280, and the presence of certain
structural barriers 281 were associated with poorer ART adherence. In 2009, a
study in Southern Africa, published in JAIDS 282, documented that ART
adherence was poorer among adolescents than among adults.
ART access and adherence among children
129. Also, two systematic reviews and five uncontrolled studies focusing on specific
issues relating to ART access and adherence among children were identified.
Although the 2007 study, published in Pediatrics 283, did not have a very clear
description of method used, it did include a comprehensive assessment of
different methods for measuring ART adherence in children (see Table 9). The
study also provided some evidence of the value of various measures in
promoting children’s adherence to ART including directly-observed therapy, 12
week educational programmes, gastrostomy tube placement and nurses’ home
visits. The paper concludes that promoting adherence is likely to require
intensive interventions and one-off interventions are likely to be insufficient. The
2008 study, published in the Pediatric Infectious Diseases Journal, had a focus
on the situation in low- and middle-income countries284. It concluded that ART
adherence among children in low- and middle-income countries is similar to
levels seen in high-income countries. It identified a number of issues
associated with low levels of adherence including family structure; socioeconomic status, disclosure and ART regimen.
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Table 9: Assessment of methods for measuring ART adherence in children
Method

Reports from patient,
caregiver, provider

Pros

Cons

Least expensive
Most widely used
Studies in adults demonstrate
correlation with viral load

Pill counts
Pharmacy refill data
Viral load
Electronic drug
monitor

283

Regarded as ‘gold standard’
Provides data on timing and
patterns of non-adherence

Measuring blood drug
levels

Child may have multiple caregivers
Subject to child’s cognitive abilities and
developmental level
Overestimates adherence
Social desirability bias
Recall bias
Less applicable to paediatric formulations
Subject to pharmacist practice
Affected by other factors, e.g. drug
resistance
Subject to non-use
High cost
Does not work for some paediatric
formulations or pre-packaged pill boxes
Expensive
Individual variations in metabolism
Only provides information on recent
practice
Lack of information on pharmacokinetics
and pharmacodynamics of infant
formulations

130. The uncontrolled studies that evaluated issues relating to ART access and
adherence among children in specific countries were:
•

A qualitative study in Ethiopia published in the Journal of Social
Aspects of AIDS in 2009 285. Identified barriers to adherence included
heavy pill burden, fear of stigma and discrimination, cost and access to
transportation, lack of understanding of the benefits of the medication,
economic problems in the household and lack of nutritional support

•

A retrospective cohort study in Mozambique published in JAIDS in
2011 286. This study showed that only one quarter of women receiving
PMTCT services returned for early infant diagnosis (EID) of HIV.
Factors positively associated with follow-up for early infant diagnosis
were larger household size, independent maternal source of income,
maternal receipt of ART and, paradoxically, greater distance from the
hospital. The authors note that ‘the paradoxic association between
greater distance and higher EID follow-up likelihood in our study may
reflect a selection bias of women who have already overcome the
challenge of distance as well as decreased fear of social stigma when
seeking HIV care outside one’s own community.’

285

Biadgilign, S., Deribew, A., Amberbir, A. and Deribe, K. (2009) Barriers and Facilitators to
Antiretroviral Medication Adherence among HIV-infected Paediatric Patients in Ethiopia: A Qualitative
Study Journal of Social Aspects of AIDS Vol 6 No 4 C6
286
Cook, R.E., Ciampa, P.J., Sidat, M., Blevins, M., Burlison, J., Davidson, M.A., Arroz, J.A., Vergara,
V.E., Vermund, S.H. and Moon, T.D. (2011) Predictors of Successful Early Infant Diagnosis of HIV in
a Rural District Hospital in Zambezia, Mozambique JAIDS 2011;56:e104-e109 C6

78

•

A prospective, observational study in Nigeria presented as a poster at
IAS 2011 287. This used a medication event monitoring system to
assess adherence. This showed a decline in adherence in the second
month of treatment as compared to the first. This measure of
adherence correlated with viral load. This was not the case for other
measures of adherence such as pill count or refill history. Caregiver
reports considerably overestimate adherence.

•

A cross-sectional study in Zambia published in BMC Infectious
Diseases in 2009 288. This study focused on identifying the barriers to
children receiving ART in rural Zambia. Barriers identified included
insufficient money, lack of transportation and roads in poor condition.
Almost all children (91%) travelled for more than an hour to reach the
clinic and more than one quarter (26%) travelled for more than five
hours. In addition, the same authors published a cohort study in PLoS
ONE in 2011 289 which identified risk factors for children dying prior to
starting ART. Factors associated with mortality included younger age,
anaemia and lower weight-for-age z-score at study enrolment.

Use of cell phones to promote adherence
131. Documents reviewed included a randomised controlled trial, a systematic
review and two uncontrolled studies focused on the use of cell phones to
promoter ART adherence. A proof of concept study was published in AIDS in
2006 290. In 2010, a feasibility study was published in AIDS Patient Care and
STDs291, a systematic review in Studies in Health Technology and
Informatics 292 and a randomised controlled trial in the Lancet 293. The proof of
concept study in Kenya demonstrated that most people (89%) had access to
cell phones but very few (12%) had ever been contacted by cell phone for
health care purposes. More than half (54%) of people reported being
comfortable receiving HIV-related information by phone. The feasibility study
287
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from South Africa showed that almost all people were willing for the clinic to
contact them by phone (99%) or text (96%). The systematic review, focused on
South Africa, considered evidence from 28 papers. It concluded that cell
phones can improve service delivery by providing appointment reminders and
improving communication between patients and health staff. The randomised
controlled trial from Kenya demonstrated that receiving a weekly SMS message
from a clinic nurse resulted in better ART adherence and improved virologic
suppression.
Resistance to ART
132. Documents reviewed included two uncontrolled studies focused on issues of
ART drug resistance. A study, published in BMC Infectious Diseases in
2009 294, measured viral load of all adults who had completed at least six
months of first-line ART in a hospital in rural Tanzania. Genotypic resistance
was determined in all patients with a viral load >1000 copies/ml. Rates of
virological suppression (<400 copies/ml) were high (88.2%). However,
prevalence of one clinically-significant resistance mutation rose from 3.9%
among those on ART for one year to 16.7% for those on ART for three years.
Rates of dual-class resistance, i.e. resistance to both NRTIs and NNRTIs, were
high.
133. A study, published in JAIDS in 2011 295, examined the issue of early virological
failure and drug resistance in Ugandan children. Early virological failure,
defined as a viral load >400 copies/ml after six months of ART, was identified in
16/120 (13%) children. It was associated with ARV-resistance mutations. The
paper concludes that ‘a significant portion of HIV-infected African children
experience early virological failure that would be undetected using CD4/clinical
monitoring.’
Treatment of malaria for children exposed to HIV
134. Documents reviewed included three randomised controlled studies focused on
treatment of malaria in children exposed to HIV. A study, published in Malaria
Journal in 2009 296, concluded that both Artemether-Lumefantrine and
Dihydroartemisin-Piperaquine were safe and well-tolerated among young HIVinfected and HIV-uninfected children in Uganda. In 2012, a study, published in
Clinical Infectious Diseases 297, demonstrated that Artemether-lumefantrine and
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dihydroartemisinin-piperaquine were both efficacious and had similar long-term
effects on the risk of recurrent malaria.
135. A study, published in the BMJ in 2011 298, demonstrated that Co-trimoxazole
was effective in preventing malaria among HIV-exposed children in rural
Uganda. Standard clinical practice was to provide Co-trimoxazole to all HIVexposed children until they stopped breastfeeding and had an HIV diagnosis.
Those found to be HIV positive continued with Co-trimoxazole while it was
discontinued for those found to be HIV negative. This study compared this
standard practice with continuation of Co-trimoxazole among those children
found to be HIV negative until the age of two years. Co-trimoxazole prophylaxis
resulted in a 39% reduction in malaria incidence. However, there were no
differences in the incidence of complicated, hospitalisation or deaths. The
conclusions of the study are highlighted in Box 16.
Box 16: Comments on chemoprophylaxis for malaria (from Sandison et al., 2011)
Our data add to the growing number of malaria chemoprevention trials, which are trying to discern
the best drug, dose, treatment frequency, and treatment duration for children living in areas of
differing malaria transmission intensities. The primary relevance of our findings is that cotrimoxazole prophylaxis afforded significant protection against malaria in a setting of highly endemic
and highly resistant malaria. Currently, co-trimoxazole is used as prophylaxis in HIV exposed
children to prevent opportunistic infections such as toxoplasmosis and pneumocystis. Given the
increasing interest in chemoprevention of malaria, we looked at continuing co-trimoxazole
prophylaxis among those children who did not seroconvert during breast feeding, and we found that
continuing co-trimoxazole helps to prevent malaria in this population. Our study also provides insight
into providing malaria chemoprevention to all children, regardless of HIV status or exposure. It is
premature to conclude whether co-trimoxazole should be recommended for HIV exposed children
testing HIV negative after cessation of breast feeding. Differences in malaria transmission intensity
and prevalence of antifolate resistance could affect the protective efficacy of co-trimoxazole
prophylaxis at different sites. Furthermore, questions remain over the effect of co-trimoxazole use on
the continued development of antifolate resistance and prevention of acquisition of natural
antimalarial immunity, which may result in an increased rebound incidence of malaria upon
cessation of prophylaxis. To help answer some of these questions, we are following our cohort to 5
years of age to examine the continued protective efficacy of co-trimoxazole against malaria and to
evaluate rebound effects after withdrawal of co-trimoxazole. The results of this and other studies
should better inform the use of co-trimoxazole prophylaxis in HIV exposed infants in areas with
endemic malaria.
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Screening for cryptococcus
136. Documents reviewed included one uncontrolled study, published in Journal of
the International AIDS Society in 2011 299, on screening HIV-infected inpatients
for cryptococcus in Tanzania. A total of 333 people with HIV were screened for
cryptococcus using a serum antigen assay. 15 patients were diagnosed with
cryptococcal meningitis, of whom 10 died. In the absence of a control group, it
is difficult to determine what this study tells us. All those with cryptococcal
meningitis had at least two of four classic symptoms and signs of meningitis,
namely fever, headache, neck stiffness and altered mental status. As a result, it
is likely that these could have been diagnosed without screening all patients.
Given the very high death rate, it seems unlikely that screening inpatients is
resulting in earlier diagnosis and reduced mortality.
Tuberculosis
137. Documents reviewed included two uncontrolled studies related to TB diagnosis
among people living with HIV and two uncontrolled studies relating to TB
occurring among people on ART. One study, published in the New England
Journal of Medicine in 2010 300, collected data from eight clinics in Cambodia,
Thailand and Vietnam. It showed that having a cough for 2-3 weeks was only
22-33% sensitive for diagnosing TB. However, if a person had any of the
following – cough of any duration; fever of any duration; night sweats lasting 3
or more weeks in the last four weeks, this was reported to be 93% sensitive
and 36% specific for the diagnosis of TB. Confirmation of diagnosis required
mycobacterial culture in most cases.
138. Another study, published in PLoS ONE in 2011 301, evaluated the 2007 WHO
guideline to improve the diagnosis of TB in ambulatory HIV positive adults in
South East Asia. A limitation of this study is that it was financed by WHO (see
p42). The conclusions of the study in terms of screening symptoms were the
same as for the algorithm proposed in the study above300. Although
mycobacterial culture was recognised as the best method of diagnosis, an
alternative approach of two sputum smears, chest X-ray and CD4 count
detected most cases of TB. The authors commented that more research is
needed to determine of this approach could be used to exclude TB in people
living with HIV and as a basis for starting treatment.
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139. One cohort study, published in Clinical and Developmental Immunology in
2011 302, documented the occurrence of TB in a cohort of HIV-infected patients
in Uganda starting ART. Another cohort study, published in JAIDS in 2011 303,
examined incidence, risk factors and prevention strategies for TB in patients
receiving ART in South Africa. The Ugandan study found low rates (8/219) of
ART-associated tuberculosis, presumably as a result of pre-ART TB screening.
Factors associated with developing TB while on ART included a body mass
index < 18.5kg/m2 and a C reactive protein >5mg/l. The South African study
found a 10% risk of developing TB in the first four years of ART. Low baseline
CD4 count, anaemia and low body mass index were the strongest risk factors
for developing TB during the first six months of ART. Low updated CD4 count,
low updated body mass index, anaemia and high viral load were strong risk
factors for developing TB after six months of ART.
Effects of financial crisis on HIV treatment and prevention programmes
140. Documents reviewed included one modelling study, one uncontrolled study and
one ‘classic’ programme/project evaluation focused on the effect of the current
global financial crisis on HIV treatment and prevention programmes, particularly
those delivering ART. The ‘classic’ evaluation, conducted by UNAIDS and the
World Bank documents perspectives from UN and World Bank staff from 71
countries 304. The uncontrolled study is essentially a follow-up to this evaluation.
It also included views of donors, a survey of civil society organisations and 14
case studies305. These two studies are largely based on opinions on impact
rather than documented effects, e.g. in terms of slowing of rate of ART
expansion. The modelling study presents a model focused on ART in South
Africa 306.
HIV treatment projects/programmes
141. Documents reviewed included one ‘classic’ evaluation of an ART programme in
a province of China 307. Lessons are presented which are relevant not only to
ART in that province but also to other provinces of China and beyond.
Examples of such lessons include:
•
•

The value of counselling, social support, close follow-up and patientfriendly drugs in improving adherence.
Experience that those from marginalised groups can be treated
successfully and can adhere to a treatment regime.
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Care and Support
Addressing the needs of women living with HIV
142. Documents reviewed included two uncontrolled studies from Vietnam focused
on addressing the needs of women living with HIV. One study explored this
issue in general 308 and concluded that a range of programme activities,
including HIV, AIDS and SRH services and gender-based violence, legal aid
and microcredit programmes resulted in improved knowledge, service use and
referral to services. The major benefit was reported to be knowledge of
services. However, these conclusions go well beyond the evidence presented,
particularly in the absence of a robust counterfactual. The study is also
weakened by focusing on relatively low level results, such as knowledge of
services, in the absence of any explicit programme logic or theory of change
which links this to higher level outcomes, such as improved quality of life.
143. The other study, presented as a poster in an AIDS conference, focused on
issues of sexual health decision-making 309. This study showed that significant
numbers of women with HIV were advised either not to have children (41%) or
to have an abortion (13%). In many cases, this advice came from health
workers.
Care and support projects/programmes
144. Documents reviewed included one uncontrolled study of 60 PEPFAR-funded
care and support in Uganda 310 and one ‘classic’ project/programme evaluation
of the District Response Initiative to integrate care and support of those infected
and affected by HIV in Ghana 311. The Ugandan study was largely descriptive
and catalogued the types of facility; the staff characteristics; the components of
care offered; the availability of medicines; and the use of medical records. In
Ghana, the achievements of the Dutch-financed District Response Initiative are
described and documented.
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Other
Previous efforts to synthesise lessons from HIV-related evaluations
145. Documents reviewed included one systematic review of evaluations of
HIV/AIDS assistance, conducted by DANIDA in 2008 (see Box 7) 312. Evidence
was reviewed across a wide range of topics, including prevention (see p51),
treatment and other topics. These other topics are reviewed here (see Table
10).
Table 10: Evidence from HIV-related evaluations as assessed by DANIDA synthesis in 2008:
312
Other topics
Thematic
Area
Orphans and
vulnerable
children
Workplace
interventions
Human rights
Economic
impact
mitigation
Donor
coordination
and
collaboration

Evidence from donor-supported evaluations and other literature
Only one evaluation focused on sustainability of NGO provision which concluded positively
about their sustainability.
Most studies based on self-reporting from companies. Lack of systematic and solid evidence.
Not possible to identify substantive evaluations or studies to assess this important
component.
Many studies describe the economic impact of HIV/AIDS, and interventions for example in the
agricultural sector have also aimed at mitigating these, but these interventions have not been
the subject of substantive evaluations or studies.
It has unfortunately not been possible to identify evaluations of attempts to generate and/or
forward donor coordination and collaboration. The only evaluation addressing an aspect
related to cross-agency collaboration is SIDA.

146. In general, the review concluded that ‘despite the importance of impact
mitigation surprisingly little in terms of evaluations or studies trying to
synthesise more broad-based insight was found.’ The review identified some
common problems with donor HIV evaluations. These have been summarised
in the section on prevention (p51).
Community responses to HIV
147. Documents reviewed included three related to evaluations of community
responses to HIV conducted by the World Bank, DFID and the UK Consortium
on AIDS and International Development. The primary objective of this effort
was to build a more robust pool of evidence on the impact and added value of
community‐based activities and programs in a cluster of countries, with a strong
concentration on the Sub‐Saharan African Region. The documents reviewed
included:
•

An operational framework and typology for analysing community
responses to HIV developed through a desk study/literature review 313.
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•

•

A description of funding mechanisms for community responses to HIV
based on information provided by the most important donors; four
country funding profiles; evaluation studies in two countries; surveys of
civil society organisations; and literature review 314.
A description of the various evaluations included in this series (see
Figure 8, p38).

148. These evaluations conclude that community responses to HIV are extremely
diverse. The typology proposed classifies these using six characteristics:
•
•
•
•
•
•

The types of organisations and structures implementing the response
The types of activities or services implemented and the beneficiaries of
these
The actors involved in and driving community responses
The contextual factors that influence community responses
The extent of community involvement in the response
The extent to which community responses involve wider partnerships
and collaboration.

149. Substantial funding is being provided to community responses to HIV. These
evaluations estimated that four major donors (PEPFAR, the Global Fund, the
World Bank and DFID) provided US$590m per year to civil society
organisations between 2003 and 2009. However, the amounts received by
individual civil society organisations were relatively small. For example, data
from Kenya and Nigeria showed that the annual funding received by community
based organisations (CBOs) was around US$10,000. Overall, large national
and international NGOs may receive donor funding directly but more indirect,
national funding channels have become important for smaller NGOs and CBOs.
Overall, however, civil society organisations remain very dependent on donor
funding for their activities.
150. Achievements in the countries that were the subject of an evaluation varied
depending on specific circumstances (see Figure 18) 315. For example,
evaluations demonstrated increased uptake of HIV testing and counselling in
Burkina Faso and Senegal; increased support to OVC, PMTCT and ART
services in Lesotho and increased ART adherence in South Africa. In some
cases, large NGOs were able to deliver results because they had access to
substantial funding. They were able to disburse funds quickly in order to scale
up operations, and they provided an innovative approach. In other cases, small
NGOs/CBOs were able to reach neglected populations and provide them with
services. But there were also several examples where the interventions of
NGOs/CBOs did not generate tangible results, especially when they
implemented interventions that had been shown to be ineffective, where they
duplicated services already provided by government or where they provided
services at a scale that was too small to be cost-effective.
314
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Figure 18: Overview of observed effects on HIV-related outcomes by country

151. In addition, documents reviewed include a literature review, published in the
International Journal of Epidemiology in 2010, focused on the role of civil
society organisations in the national response to HIV in China 316. Although this
review was largely descriptive and contained little methodological detail, it did
document :
•
•
•
•

The extent to which civil society organisations are now involved in
nearly all aspects of HIV-related prevention, treatment and care
Examples of civil society organisations considered to be implementing
effective programmes
Areas in which civil society organisations were considered to have had
an impact, e.g. on increasing ART adherence and promoting HIV
testing among hard-to-reach groups
Legal and other obstacles faced by civil society organisations. The
main challenges faced by civil society organisations in China were
identified as registration, capacity and long-term financial support.

National, sub-national and other HIV programmes
152. Documents reviewed included a large number of evaluations of HIV
programmes (n=21). These included:
•

National and sub-national responses in Afghanistan 317, Botswana 318,
China 319, Dominican Republic 320, Macedonia 321, Nepal 322,323,
Nigeria 324, Sri Lanka 325 and Ukraine 326
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•
•
•

•
•
•

An evaluation of HIV surveillance in China 327
An evaluation of the regional programme of the SADC Parliamentary
Evaluations of specific donor initiatives, such as SIDA support to the
Eastern and Southern African regional office of UNICEF 328, Global
Fund support to the Philippines 329 and the work of the Clinton
HIV/AIDS Initiative in Indonesia 330
Evaluations of international NGOs, such as HIVOS 331 and the work of
the International HIV/AIDS Alliance in Africa 332
Evaluations of the work of multilateral agencies, such as the UNAIDS
inter-country team for Western and Central Africa 333, UNAIDS in
Indonesia 334 and UNDP in Tajikistan 335
Evaluations of particular projects, such as the AIDS Integrated Model
District Programme (AIM) in Uganda 336

153. Almost all of these (n=19; 91%) were ‘classic’ programme/project evaluations.
There was one study, in Nigeria, based on data triangulation324. However, it
was difficult to fully determine the quality of this work based on the ICASA
abstract reviewed. However, it is of concern that sweeping conclusions were
made from minimal data. One of the evaluations attempted to compare data
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from six different districts336. However, it is unclear to what extent these
comparisons are valid (see Table 3, p33).
154. These evaluations include a wide range of conclusions and recommendations
on how to improve delivery of HIV programmes, particularly of the specific
programmes evaluated.
Policies, strategies and commitments
155. Documents reviewed included three country-generated reports and one
‘classic’ evaluation related to reviewing progress in implementing particular
policies, strategies and commitments. These included:
•
•
•
•

A report on progress towards achieving universal access in the health
sector 337
A report on progress in implementing the Three Ones 338
A report on progress in implementing the Dublin Declaration on HIV in
Europe and Central Asia 339
A report on progress in implementing the European Commission’s HIV
Communication and Action Plan 340

156. In addition, there was an uncontrolled study to evaluate training to engender a
gendered and human rights response in Vietnam 341. This involved collecting
data in three rounds over 12 months. The study concluded that ‘after policy
makers participated in the training, they showed a marked increase in attention
to gender and human rights issues in their demonstration of knowledge,
attitudes and actions to integrate these issues into policies and programs.’
157. There was also a literature review which examined the politics of policy
making 342. The key focus of this work was to understand how and why
discourses around HIV emerge and how they frame, support of undermine
evidence-informed policy.
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Performance-based contracting
158. Documents reviewed included one uncontrolled study, published in Health
Services Research in 2003, which explored the issues of performance-based
contracting in a US drug treatment programme 343. The conclusions of this study
were that performance-based contracting resulted in reduced numbers of
clients classified as ‘most severe’ receiving drug treatment.
Orphans and vulnerable children
159. Documents reviewed included one uncontrolled study, five ‘classic’
programme/project evaluations and one literature review focused on services
for orphans and vulnerable children.
160. The literature review, conducted in 2008 344 concluded that there was little
evidence to inform policymakers and donors about whether and how their
investments are improving the lives of vulnerable children and meeting key
benchmarks such as the Millennium Development Goals. Some evidence was
presented for the importance of programmes developing strong links with
households and communities through personal visits and community
participation. However evaluation evidence was undermined by variable
methods and inconsistent data quality. The evaluation concludes that, ‘the
evidence base in low prevalence settings is weaker still... Building a sound
empirical evidence base to address questions of programme management and
policy decision‐making remains a key gap. Without a comprehensive body of
sound evaluation data, policy makers and donors risk making decisions about
the implementation and financing of programmes that have not been proven
effective.’
161. In 2007, UNICEF published a paper on the impact of social cash transfers on
children affected by HIV in Malawi, South Africa and Zambia. Although this has
been classified as an uncontrolled study for this review, the method is very
poorly-described 345. It identifies a number of factors which increase the
number of people affected by HIV benefiting from social protection programmes
including having a low poverty line cut-off; using a high dependency ratio; and
targeting households with orphans. Bureaucratic and over-complex application
procedures are significant barriers to people affected by HIV accessing support,
e.g. in South Africa. Factors affecting the degree of benefit experienced by
people affected by HIV, particularly children include the volume of transfers; the
degree to which the design of the scheme is child-oriented; who controls the
transfers on household level and the availability of complementary social
343
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services. In general, this study does not recommend additional social protection
schemes that exclusively target HIV and AIDS affected households or HIV and AIDS
affected children. One exception for this is additional support provided in the case of
households with one or more members on ART because of the increased costs they
incur to receive ART. A case is made to explore the feasibility of providing a specific
cash transfer to meet their ART costs.

162. The ‘classic’ programme evaluations included:
•

Two focused on SIDA support to UNICEF. One focused on support to
UNICEF’s Southern and Eastern Africa regional office to mainstream a
rights-based approach to safeguarding the rights of children orphaned
by AIDS 346. This concluded that performance in individual countries
had been generally satisfactory but the regional focus had been
relatively weak. Regional activities were not clear and intended
activities did not consistently take place at the regional level. On the
other
hand,
the
second
focused
on
UNICEF’s
child
protection/trafficking programme in West Africa 347, concluded that the
role of the regional office had been ‘indispensable’ in a particularly
complex macro-policy area.

•

Two focused on evaluating child support projects in Chikankata,
Zambia. In 2002, the evaluation of the Community-Based Orphan
Support Programme (CBOSP) and OVC training projects compared
progress against recommendations of an earlier evaluation in 1997 348.
The second was an evaluation of Chikankata’s Child Survival
Project 349. However, the description of method for this evaluation was
poor with confusion between describing the method of the evaluation
and the method of the project overall. This evaluation concluded that
‘the increase in coverage of key child survival indicators was notable’
with improvements of 10 percentage points or more in 15/21 indicators
Exclusive breastfeeding among children aged 0-5 months increased
from 44% to 85%. The usage of insecticide-treated bed nets rose from
22% to 56%. The evaluation report implies that there is a causal
relationship between the project and these findings. However, in the
absence of a robust counterfactual, there could be other explanations.
The evaluation uses a ‘Lives Saved Tool’ to claim that the project
saved the lives of an estimated 1,097 children under 5 at a cost of
US$1,391 per life saved, US$46 per DALY averted and an annual cost
per beneficiary of US$7.92. Although such figures are useful for project
marketing purposes, they are based on a very large number of
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assumptions, some of which are unlikely to be valid, e.g. that all the
reported change was due directly to project intervention.
•

A participatory review of the STRIVE project in Zimbabwe 350 (see Box
9).

CONCLUSIONS
163. This study, and the stocktaking exercise on which it is based, have
demonstrated that a significant amount of evidence has been generated
through HIV-related evaluations, particularly in the last five years. Despite not
being comprehensive, it is striking that this exercise unearthed a much larger
body of evidence than a similar exercise conducted by DANIDA in 2008 351.
Reasons for this may include differences in method and inclusion criteria, but
may also reflect that there is now more evaluation evidence available than
there was in 2008.
164. This study also identified much more evidence than more conventional and
focused systematic reviews. Although such reviews are highly regarded,
particularly in biomedical circles, the narrowness of their questions and the
strictness of their inclusion/exclusion criteria, mean that although large numbers
of documents are often included at the start of the review process, very few end
up being actually reviewed and included. A great deal of valuable evidence may
therefore be lost. This study offers an alternative approach to DFID and others
for collecting and presenting evaluation evidence across a broad topic.
However, to be of maximal value, such an exercise would need to be done on a
regular basis.
165. It is disappointing that the study found very few examples of evaluation
evidence being used. Very few management responses were identified. Those
that were either appeared to be very defensive or written in very careful
language for public view. Evaluations that considered progress against findings
of previous evaluations were few and far between.
166. Although the synthesis exercise identified more prevention-related than
treatment-related evaluations, it appeared that the latter were easier to identify.
This may be because they were particularly likely to be found in peer-reviewed
journals. This finding may also explain why there appeared to be more good
quality evaluation reports related to treatment than to prevention.
167. Concerns related to evaluation quality were highlighted in the 2008 DANIDA
review, particularly in relation to HIV prevention. Many of these concerns still
apply, in particular:
•

An over-reliance on desk reviews of the available documentation, case
studies/field visits and interviews with key stakeholders.
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•
•
•
•
•

Failure to establish the baseline prior to intervention
Failure to collect primary data
Failure to consider a robust counterfactual
Insufficient focus on cost, cost effectiveness
Over-emphasis on achieving outputs and inadequate focus on
demonstrating impact

168. There is some evidence that publishing reports in peer-reviewed journals may
increase the proportion of good quality articles. However, it does not appear
that this approach is that effective in ensuring that poor quality articles are not
published. It is of concern that more than one in six of identified documents in
peer-reviewed journals were considered poor quality.
169. There is also evidence that although publishing reports in peer-reviewed
journals may improve their academic rigour and quality, it may reduce their
practical relevance. Fewer articles in peer-reviewed journals had clear
recommendations than reports in the grey literature. More rigorous academic
studies, such as randomised controlled trials were less likely to have
recommendations than ‘classic’ programme/project evaluations.
170. Although agencies may have measures in place to ensure the independence of
their evaluations, these are rarely documented in the reports of specific
evaluations. UNODC and SIDA are notable exceptions to this. Although
evaluations often cover topics identified by OECD DAC as key evaluation
criteria, particularly effectiveness and impact, they are rarely used as ways of
organising, structuring or presenting the evaluation. This may be because they
are viewed by some evaluators as a Procrustean bed. There is some evidence
that issues of efficiency and relevance are considered less in the evaluations
reviewed than other criteria.
RECOMMENDATIONS
R1.

There is a need for more evaluation data in some key areas of responses
to HIV. These include care/support and prevention, overall, and behaviour
change, in particular.

R2.

It is essential that when evaluations are carried out they should be robust
and of good quality.
This means that they should have robust
counterfactuals.

R3.

In general, descriptions of evaluation methods should include an
assessment of the independence of the evaluation.

R4.

In order for evaluations to be of maximum use, reports should contain clear
recommendations.

R5.

There is a need for evaluations to be followed up systematically. This
should include clear statements of which recommendations of the evaluation
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are accepted and which are contested. It should also include periodic reviews
of progress in acting on the evaluation’s recommendations.
R6.

Although the stocktaking exercise and this synthesis report were a useful
exercise, it is important for such exercises to be conducted on a regular
basis. It would be useful if there was a global repository for relevant HIV
evaluations including syntheses of these nature in such a repository.

R7.

It would be helpful for this synthesis report to be presented to the
UNAIDS MERG with the aim of informing any future MERG workplan, in
general, particularly if any evaluation working group is established.
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Annex 1: Example of apparent errors in methodological description in published study

352

Numbers in
narrative and
figure 2 do not
match

From the way the text of the abstract is written, it appears that these
two figures should add up. They don’t because two other groups of
children are not mentioned – those who died after 9m = 17 and those
alive but not tested for HIV = 47

This figure from the abstract is explained incorrectly, 1340 is the
number of HIV exposed children alive and tested for HIV. The number
of HIV exposed children alive is 1387.
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